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DOING OUR PART IN SYPHILIS CONTROL 


YEAR AGO there assembled in 

Washington on the call of the sur- 
geon general of the U. S. Public Health 
Service the second great conference to 
plan a campaign for overcoming an 
enemy too long among us. ‘Today citi- 
zens throughout the land are awake to 
the challenge of a mass attack upon 
syphilis—the next great plague to go 
With federal, state, and city health de 
partments equipping themselves for this 
campaign, and with organizations every 
where working toward a sound educa 
tion of the public in the control of this 
most insidious of communicable  dis- 
eases, the public health nurse pauses to 
examine her place in the program. As 
a professional worker she is given a most 
important post of responsibility among 
the physicians, health officers, and med- 
ical social workers who seek to find 
cases and assist them to secure con- 
tinuous treatment during the long 
period until recovery is assured. 


Has the nurse also a part to play as 
an individual? Can knowledge here 
bring personal protection as well as 
power to help? Quietly, without much 
comment or discussion, public health 
nurses are participating as individuals 
in this new part of our national health 
campaign. In an increasing number of 
agencies, blood tests are a regular part 
of physical examinations for staff ad- 
mission, and nurses are asking to have 
these tests included in their annual 
health examinations. Many under- 
graduate schools of nursing have fol- 
lowed this procedure for some years. It 
is the order of the day. And in assum- 
ing that the protection desired by our 
nation for every man and woman is 
equally to be sought by public health 
nurses, we are taking a position that 
may enable us to be increasingly helpful. 

Certain things are necessary if an 
agency is to respond to such requests: 
(1) adequate, reliable laboratory re- 
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sources, (2) skilled medical interpreta- 
tion of clinical and physical findings in 
order to arrive at an accurate diagnosis, 
(3) willingness on the part of the pa- 
tient, her physician, and her employer 
to meet the result fairly and honestly. 
True protection requires a_ reliable 
method of determining the presence or 
absence of disease, and a sound, under 
standing, and humane policy for meet 
ing the problems of treatment. 

At present, adequate resources {or 
diagnosis are not universally available, 
and there are still individuals who con- 
sider that a Wassermann test is valu- 
able only to prove the absence of infec- 
tion. Not all employers have yet been 
able to face squarely the problem of the 


WHO SHALL ADMINIS’ 


CORRECT ANSWER to the per- 

ennial question, “ How should school 
nursing be administered—-by the depart- 
ment of health, or by the board of edu- 
cation?’ remains to be stated. It would 
seem that health departments consider 
that school nursing properly belongs 
there, while boards of education believe 
the best ends are served if the nurse is a 
member of the school system. These 
conclusions, natural as they are, do not 
solve the problem for future new ser 
vices. 

The Census of Public Health Nursing 
made by the National Organization for 
Public Health Nursing in 1931' revealed 
that 7798 nurses were engaged on either 
a full- or part-time basis in school nurs- 
ing; and that 3197 were employed by 
boards of health and 3003 by boards of 
education, with 1598 employed by other 
official and private agencies. However, 
all of the 3003 nurses employed by 
boards of education were employed on a 
full-time basis while only 1244 were on 
full-time school work in health depart- 
ments. In 1931, then, boards of educa- 
tion employed 1759 more nurses on full 
time for school health services than did 
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employee who must undergo treatment. 
Until these things are possible, the cam- 
paign to eradicate syphilis cannot suc- 
ceed, for it will create personal problems 
as serious as those met when this disease 
was a secret scourge. When we are able 
to think in terms not only of establishing 
freedom from infection, but also of pro- 
viding the resources, the support, and 
the encouragement for adequate treat- 
ment when indicated we shall have made 
of our objective an attainable goal. By 
their readiness to do just this thing pub- 
lic health nurses, their boards of direc- 
tors, and their medical advisers are 
setting a heartening example to health 
workers and citizens everywhere. 

R. W.H 


FER SCHOOL NURSING? 


buards of health.* Unfortunately these 
numbers reveal nothing as to quality or 
relative values of their work, and are 
therefore useless in determining which is 
the better form of administration. 

Nor does the Survey of Public Health 
Nursing offer the solution* As _ the 
N.O.P.H.N. has pointed out vigorously, 
it is unwise to draw conclusions on this 
question from a scoring of 70 visits with 
health-department nurses and 173 with 
nurses from boards of education. The 
sample was not large nor representative 
enough to yield sufficiently reliable data 
on which to base comparative perform- 
ance ratings for all the school nurses in 
the United States. 

At the present time, with all the in 
formation gathered from the travels, 
correspondence, office interviews, and 
committees, the N.O.P.H.N. staff is not 


*In a census of public pealth nurses in 
1937, the United States Public Health Service 
found that in the United States there were 
1109 nurses working for boards of education 
in rural areas and 2361 in cities, a total ot 
3470, or an increase of 467 nurses. But the 
report does not give the number ef school 
nurses or nurses working in schools employed 
by health departments on either full or par’ 
time 
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in a position to say which type of school 
nursing administration is better. Our 
staff has seen good and bad school nurs- 
ing under both auspices. At present, 
our emphasis is not being placed on ad- 
ministrative set-up. We must have 
more facts, more studies, more compar- 
able data before we are in a position to 
make any recommendations as to which 
department should conduct school nurs- 
ing. There is much to be said for each 
method; and even then, circumstances 
alter cases so that what will work in a 
county 100 miles square with 40 rural 
schools will not work in a city of 20,000. 
Perhaps there can never be a final de- 
cision on this point. 

What we can and do say—day in and 
day out—is that the school nurse in 
order to perform her special functions 
needs certain definite preparation for 
her job over and above her basic nursing 
education. We believe that she should 
meet the N.O.P.H.N. minimum qualifi- 
cations for positions in school nursing no 
matter where she is working; that local 
groups interested in community health 
should know that school health pro- 
gram will show genuine progress only 
if properly prepared nurses are appoint- 
ed. That we have been lax in promoting 
such qualifications for school positions 
was all too clearly shown in the sam- 
pling of educational qualifications among 
school nurses, small though it was, in 
the Survey of Public Health Nursing. 
Something is wrong when in a group of 
156 school nurses, 12 had graduated 
from nonaccredited schools of nursing? 
19 had not attended high school,* and 
106 had had no experience in public 
health nursing of any kind before ac- 
cepting the school position.5 Also, we 
must admit that adequate preparation 
for school nursing has not been gener- 
ally available. 

After all, the type of administration of 
a service is secondary in importance to 
the quality of service rendered. Much 
work lies ahead of us. In local, state, 
federal, and national groups we must 
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work toward the appointment of quali- 
fied nurses in school health services. 
How can we best proceed to do this? 
We will welcome your suggestions, and 
in the meantime, we offer a few of our 
own on which we hope you will send us 
your comments. We suggest: 


1. That your state group (state organiza- 
tion for public health nursing, section of the 
state nurses’ association, or other group con- 
cerned with school nursing) work with the 
state health department, the state depart 
ment of education, and the state teachers 
association in promoting better standards for 
the appointment of school nurses by sup- 
plying all organizations with copies of the 
N.O.P.H.N. “Minimum Qualifications for 
Nurses Appointed to School Nursing Posi 
tions’6 and “Functions in Public Health 
Nursing” ;?7 and also by providing the state 
public health association with copies of 
these minimum requirements and functions 
We suggest that the matter be brought to 
the attention of these groups so that mem 
bers can bring their influence to bear when 
new appointments are under consideration 


2. That arrangements be made to talk 
with the state and local parent-teacher asso 
ciations to see that they, too, have this 
important information on file; and also 
that they give opportunities to public health 
nurses to share in their programs dealing 
with the problems of health 


3. That an effort be made to secure space 
in state publications and bulletins reaching 
the employing group, offering factual mate- 
rial on qualifications for appointments, and 
on functions. A similar effort might be 
made to interchange speakers on programs 
of state conventions. 


4. That where few of the present schoo! 
nurses are prepared for their positions, a 
committee of the S.0.P.H.N. or section of 
the state nurses’ association be appointed to 
study the whole situation, to interest prom- 
ising nurses in special preparation, and to 
help nurses already in school positions— 
through a scholarship fund or otherwise— 
who want to have further study or observa- 
tion. 


5. That lay sections or committees work- 
ing in public health programs (for example, 
the women’s auxiliary of the state medical 
association), be informed in regard to the 
work which is expected of a school nurse 
and the professional qualifications necessary 
to carry on her duties. 
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6. That the state public health nursing 
group interest colleges and universities in the 
whole problem, not only with a view to 
offering vocational guidance to undergradu 
ate students planning to enter nursing, but 
also with relation to planning courses in 
health education and school administration 
for graduate nurses as a part of public health 
nursing curricula 


7. That local public health nursing groups 
work with health and school administrators, 
health officers, school superintendents and 
principals, and particularly the members ot 
the local boards of education, on all prob 
lems related to the school health program 


8. That instructors of courses being offered 
school nurses (whether in residence or by 
extension) be given complete information 
regarding the requirements recommended by 
the N.O.P.H.N. and encouraged to offer the 
same quality of preparation for schoo! 
nursing as for other special phases of public 
health nursing. 


0, That one or two well organized schoo! 
nursing services be selected in each state 
where an observation period can be offered 
to nurses registered in the general courses, 
and also to nurses already in school positions 
who wish to observe good school work and 
keep in touch with the latest and best meth 
ods. It may be that some states will have 
to develop such centers, but probably others 
already have satisfactory services to use in 
this way. 


10. That the regular postgraduate courses 
in public health nursing (if your state has 


an “approved” course) make a special effort 

to reach school nurses for enrollment 

To carry out any or all of these rec- 
ommendations, we suggest that a com- 
mittee of school nurses (in the 
S.O.P.H.N.. S.N.A. section, or othe 
statewide group) be appointed to plan 
first steps. We suggest the inclusion on 
this committee of a school administra 
tor, a member of the school board, a 
representative of the parent-teacher 
association, a teacher, a school physi- 
cian, and such representation from 
other state groups (including nursing or- 
ganizations such as the state league of 
nursing education) as will promote 
terest, understanding, and action in se 
curing better prepared school nurses 


n 


REFERENCES 


1Census of Public Health Nursing in the 
United States, 1931 The National Organiza 
tion for Public Health Nursing, New York, 
1931, p.20. 

* National Organization for Public Healtn 
Nursing. Survey of Public Health Nursing 
The Commonwealth Fund, New York, 1934 

* Tbid., p.68 

' Tbid., p.65 

" [bid., p.72. 

* National Organization for Public Health 
Nursing. “Minimum Qualifications for Nurses 
Appointed to School Nursing Positions.” Pus 
tic HeattH NursinG, February 1938. 

7National Organization for Public Health 
Nursing. “Functions in Public Health Nurs 
ing.” Pusric Heartn Nurstinc, November 
1936 


LAST CALL! 


Those nurses and lay people who are planning to attend one or more of the 
institutes scheduled on April 23 and 24 just prior to the Biennial Convention 
in Kansas City must have their reservations in the N.O.P.H.N. office before 
April 1. For a list of institutes see January issue of the magazine, page 54. 
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Low Cost Diet in Babyhood 


By VICTORIA KLOSS BALL 


Nutrition Consultant, The Welfare Federation of Cleveland, Ohio 


What is the least expensive optimal diet for the 
very young child that it is possible to procure? 
A nutritionist discusses this important question 


level of restricted costs, the nutri- 

tionist is usually much concerned 
with the menus for those at the extremi- 
ties of life. The healthy adult can, if 
he will, accustom himself to foods which 
are different in kind from those which 
he may have had in the past. For the 
aged this is a difficult procedure; for the 
very young, any adjustment must be 
carefully studied to be certain that the 
new diet is an adequate one. Going a 
step farther, it is highly desirable that 
the child’s diet be an optimal one assur- 
ing for him, insofar as diet can, a per- 
fect physical condition for a long healthy 
life and assuring for the race the bene- 
fit which will accrue through the pro- 
geniture of successive generations simi- 
larly endowed. 

Babyhood, as the term is used here 
will be restricted to the years previous 
to seven. Many a mother would like 
to prolong this period but we may as- 
sume that the years of childhood begin 
when John and Mary go to school. A 
further subdivision would catalogue the 
years before two as the period of in- 
fancy, and from two until se¥én’ as the 
preschool years. In this latter period 
many modern children spend the greater 


[: CONSIDERING DIETS at any 


part of their day in a nugsery school.. 


This complicates the .problem, because 
benefit to the child is only possible 
through intelligent codperation between 
school and home. Since many homes 
are ignorant of how to obtain the best 
nutrition for the price they can afford, 
it becomes the duty of every health 


agency which has any contact with 
parents of young children to learn how 
such nutrition can be obtained, and to 
interpret this information to the house- 
hold. 

The essential constituents in the diet 
for babyhood will be considered first. 
The chemical substances which are nec- 
essary to nourish the early years are 
the same as those upon which adult 
maintenance depends. However, the 
growth factor necessitates a readjust- 
ment of the emphasis as between these 
various chemical substances. Especially 
during these very early years a lack or 
deficiency of certain elements is quickly 
apparent. For instance, not only the 
positive amount but likewise the relative 
percentage of calcium must be increased 
during this period in order to accom- 
plish a normal development. Dr. Henry 
C. Sherman* believes that the calcium 
need should be emphasized more than 
the requirements for other body-build- 
ing materials. A calcium-starved diet 
will result in early cessation of growth. 
A diet, however, which is no poorer in 
calcium than those which we frequently 
encounter may not have an obvious ef- 
fect on growth but may-result in/@ cal- 
cium-pgor ..body condition with attend- 
ant disastér té,teeth and to adult health 
and vitality. 

The body may likewise grow up poor 
in some other of its minerals, although 
the harm induced may not be so great 


* Sherman, H. C. Chemistry of Food and 
Nutrition. The Macmillan Company, New 
York, 1937, p.497. 
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or it may be more easily rectified. An 
inadequacy of the phosphorus supply 
must be guarded against, especially at 
early ages when the muscles as well as 
the bones are growing rapidly. The low- 
phosphorus type of rickets is particu- 
larly evident in the early years of 
growth. A lack of iron or copper in the 
early diet does not seem to loom so im- 
portant as was formerly conjectured in- 
sofar as growth is concerned, but a def- 
icit will usually show up first in the 
blood and the child will grow anemic 
without any cessation of growth. 

The vitamins required in growth are 
probably not very different in relative 
amount from those needed for adult 
maintenance. Observable symptoms 
due to a deficit are apt to appear sooner 
in childhood because the stress of 
growth has added a tax upon the system. 
Definite experiments with animals have 
shown that favorable effects upon the 
entire life-cycle followed very liberal in- 
takes of vitamins A and G during the 
years corresponding to babyhood. As 
yet such experiments have warranted no 
similar conclusions with regard to the 
other vitamins. 

There is no necessity for a higher per- 
centage of protein food in the diet of the 
early years but there is great need for 
careful attention as to its kind. Cer- 
tain amino acids must be present in 
adequate amounts or growth in some 
cases will be impaired and in others pre- 
vented entirely. Lysine, tryptophane, 
histidine, cystine, and methionine are 
the most important of these aminos.* 
More will be said later about where they 
can be feund. 

In emphasis upon the kind of food it 
must not be forgotten that, all ingred- 


* Recent investigations claim that for pur 
poses of growth, methionine is capable of en- 
tirely replacing cystine in diets containing 
highly purified amino acids. Journal of 
Biological Chemistry, Vol. 121, p.403. 

Phenylalanine, leucine, isoleucine, valine, and 
threonine are other growth-essential aminos. 
(Sherman, H. C., Chemistry of Food and Nu- 
trition, p.75.) 
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ients being present in relatively correct 
amounts, the total amount of food is 
likewise of importance. When the total 
food intake is inadequate the skeleton 
continues to grow in height while the 
child becomes more and more lean at the 
expense of adipose tissue and muscular 
development. If this period of under- 
feeding is prolonged, later ample feed- 
ing may be unable to reinstate growth 
in at least some of its manifestations. 
Even with a subsequent pick-up in 
growth it must be remembered that re- 
tarded growth always means, as its least 
invidious result, retarded development of 
the organism. 

It may not help the average layman 
very much to know in technical terms 
what comprises the optimal diet for the 
small child. He (or she) is more inter- 
ested in translating that diet into com- 
prehensible ingredients—into milk and 
butter and eggs, into oatmeal for break- 
fast and dessert for supper. And all 
of these ingredients must be procurable 
for the money to be spent and must 
be combined into dishes which will not 
overtax the resources of available time, 
labor, and equipment. If any of these 
is exceeded one may rest assured that 
the diet, however desirable, will never 
be carried out. Consequently, nutrition 
teaching should promptly get down to 
as practical terms as are possible. 


LOW-COST OPTIMAL DIET 


What is the least expensive optimal 
diet for the very young child that it is 
possible to procure’ First and foremost 
he must have his quart of milk daily. 
Here is the best of sources for the 
growth-giving aminos as well as_ for 
and vitamin A. This should 
preferably be grade-B whole pasteurized 
milk as a minimum requirement. If 
skimmed milk is used it should be sup- 
plemented with more than the usual 
amounts of eggs, cheese, green vege- 
tables, butter, and yellow vegetables. 
As a guide, it may be stated that three 
extra tablespoons of butter or its equiva- 


calcium 
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lent in vitamin-A potency should be 
added to the skimmed-milk diet daily. 
Dried skimmed milk will prove even 
cheaper than fresh skimmed milk, and 
seventeen ounces (No. 1 can=14% oz.) 
of evaporated milk may well be substi- 
tuted, usually at a cost saving, for the 
quart of whole milk. This requirement 
of one quart of milk for each child 
every day should not be diminished no 
matter what the level of cost. 

Eggs are the next articles to be con- 
sidered. When cost is not an item it 
is both possible and desirable to pro- 
vide an egg for each child every day. In 
any diet below a liberal cost level the 
Bureau of Home Economics of the 
United States Department of Agricul- 
ture* recommends a maximum of five 
eggs a week. Rose and Borgeson** 
showed that valuable gain in the iron 
content of the diet resulted when an 
egg a day was given. This advantage 
was particularly evidenced in the blood 
picture. Expense has made necessary 
the lower egg consumption in the mini- 
mum-cost diet but the quota of eggs has 
been supplemented by the addition of 
whole-grain cereals rich in iron. 

MEAT IN THE CHILD'S DIET 

Meat has been excluded from the 
minimum and moderate cost diets for 
the child under four years of age. Meat, 
though a complete protein food, is not 
especially rich in the growth-giving 
aminos. When cost is no item a small 
amount of meat is allowable. The child 
from four to seven is alloted about one 
quarter of a pound of meat a week in 
the minimum-cost diet, and this is in- 
creased to three fourths of a pound in 
the more expensive diets. It should be 
mentioned here that except for the per- 
nicious-anemia patient there is no spe- 

* Carpenter, R. S. and Stiebeling, H. K. 
Diets to Fit the Family Income. Farmers’ Bul- 
we 1757, U. S. Department of Agriculture, 

**Rose, M. S. and Borgeson, C. M. Child 
Nutrition on a Low-priced Diet. Bureau of 


Publications, Teachers College, Columbia Uni- 
versity, New York, 1935, 
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cial therapeutic value in giving this meat 
as liver. Rose and Borgeson** found 
that the substitution of liver for egg 
yolk on the basis of its iron value has no 
particular advantage. However, liver 
as a meat, because of its freedom from 
fatty tissue and because of its glandular 
nature, is very rich in iron. Conse- 
quently, it would be wise to include some 
liver in this meager meat allowance. 
KEEP FATS AND SUGARS LOW 


Fats and sugars are kept low in the 
diet for the very young. Butter has 
vitamin A content and unrefined sugars 
may have mineral content, but with 
these exceptions the fats and the sugars 
are largely one-purpose foods contribut- 
ing energy value to the diet. A diet on 
restricted cost must give precedence to 
those foods which, like Janus, can look 
several ways at once. Likewise fats lie 
long in the stomach and concentrated 
sugars are apt to ferment, so it would 
be unwise to give undue precedence to 
foods which might prove difficult for 
the immature digestive apparatus to 
handle. Two to four ounces or four to 
eight tablespoons of sugar per week is 
the allotment and from three to five 
ounces of fat. Many nutritionists be- 
lieve that economy can be effected and 
no harm accrue by the substitution of 
some other fat for butter on the table. 
If the whole-milk quota is observed and 
sufficient green and yellow vegetables 
are included, butter is probably not es- 
sential. However, butter is a valuable 
added vitamin-A protection whenever it 
is economically possible. 

Flour and cereals vary inversely with 
vegetables and fruits as the principal 
source of energy in these diets. The 
more liberal-cost diet provides more 
vegetables and fruits and less cereals 
than the minimum-cost diet, and vice 
versa. These two food-groups can only 
be compared when whole-grain cereals 
which are richer in proteins, minerals, 
and vitamins are used. In the mini- 
mum-cost diet, cereals range from one 
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and one-fourth pounds to one and three- 
fourths pounds a child per week, where- 
as when cost is no item cereals can be 
restricted within the margins of three- 
fourths to one and one-fourth pounds. 
It is of course easier to administer a diet 
which contains more fruits and vege- 
tables and less cereals. A_high-cereal 
diet taxes the ingenuity of the menu 
planner to avoid monotony. 


WHICH VEGETABLES AND FRUITS? 


Among the vegetables, potatoes are 
given prominence in the low-cost diet 
with at least one for each child served 
daily. Tomatoes and oranges are very 
important as sources of vitamin C and 
as preservers of blood alkalinity. One 


pound of either fruit in the lowest-cost 
diet to one and one-half pounds in the 
higher-cost diet per week is required. 
That is equivalent to about three to- 
matoes (or oranges) or about two cups 
of juice. Oranges are only given on the 
low-cost diet when they are very rea- 


sonable in price. 

The very young child is in no case 
given unstrained legumes but the older 
child may have about three ounces of 
these a week. The legumes are a source 
of protein and phosphorus and as such 
are not so necessary in the more expen- 
sive diet, which is more liberal in its 
meat allowance. In procuring vege- 
tables, particular stress should go to the 
green, leafy, yellow vegetables because 
of their mineral and vitamin content. 
Even in the minimum-cost diet, one and 
one-quarter pounds of these should be 
included. This amount can advanta- 
geously be increased when price is no 
item. 

One to two ounces of dried fruits 
should be included in the child’s diet 
each week. Then in the least expensive 
diet, one half to three quarters of a 
pound of other vegetables and fruits 
make up the total requirement. This is 
irereased to three and four pounds in 
the more expensive diets, balancing the 
lessened cereal consumption. 
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This, then, gives the picture of what 

the small child’s diet should include. 

A DIET PATTERN 


A diet pattern for children of pre- 
school age might be: 
Breakfast 
1. Tomato juice or orange juice, or stewed 
fruit cooked with very little or no sugar 
(The citrus-fruit juice or the 
juice in some form daily 
able.) 
A whole-grained cooked cereal served 
with whole milk and very little sugar 
3. Whole-grain bread and butter 
4. A soft-cooked egg several times a week 
5. Milk or mild cocoa made from milk 


tomato 
is indispens- 


Mid-morning lunch 
Cod-liver-oil may be served at this time. 
Milk may be served at this time. 
Fruit juice may be served at this time in- 
stead of at breakfast. 
‘oon meal 
The small child usually 
meal at noon. 
Most authorities estimate that about one 
half of the day’s requirements are usually 
placed in the noon meal. 
In nursery-school feeding it may be neces- 
sary for the school to provide more than one 
half of the day’s supply of protective foods 
(milk, butter, eggs, vegetables, and fruits). 
1. A main dish, usually protein 
(An egg dish may be used several times 
a week, alternating with and supple- 
menting the eggs as served for break- 
fast. The total egg consumption for the 
week should be in accord with the sug- 
gested amounts.) 
Whole-grain bread and butter made into 
a sandwich 
A cooked vegetable 
An uncooked green leafy or yellow vege- 
table (used either in a sandwich or 
salad) 
An additional source of carbohydrate 
Fruit or other usually 
flavored 


Mid-afternoon lunch 
1. Milk and a yraham 
served at this time. 
Supper 
1. A main dish which is planned to supple- 
ment the noon meal, such as: 
Vegetable soup 
Cream soup 
Cereal dish 
A vegetable—creamed, 
baked 
Egg dish 


eats his heaviest 


dessert, fruit- 


cracker may be 


escalloped or 








or 
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2. A small serving of raw vegetable may 
be added. 

3. Whole-grain bread and butter 

4. Milk 

5. Small serving of dessert, usually fruit or 
cereal 


It must be borne in mind that very 
young children will not wish as large 
servings as older children. Care should 
be taken not to overload the child’s plate 
or it will discourage him from trying to 
eat. Smaller servings enable the child 
to eat all of the first serving, thus gain- 
ing a word of praise for his accomplish- 
ment. A child should be allowed to 
have small additional servings if he 
wishes them. 

Just what these diets in these amounts 
will cost, it is impossible to state defi- 
nitely. We have at hand figures for 
their wholesale costs in our section of 
the country when feeding children in 
institutional groups. More economies 
are possible under these conditions than 
are represented by the difference be- 
tween the retail and wholesale costs of 
food. However, we can set an upper 
limit and say that the cost of the least- 
expensive diet would probably not go 
over ten cents a meal and of the mod- 
erate-cost diet not over twelve cents. 


PSYCHOLOGICAL ASPECTS 


Much has been written concerning the 
psychological handling of the child in 
order to have him relish all of the foods 
which he should eat. As this discus- 
sion is limited to a consideration of what 
these foods are and how they may be 
obtained at not too great a cost, the 
psychological aspects will be touched 
only briefly. However, the two aspects 
of the subject merge on one common 
ground which concerns the physical as- 
pect of the food. The child, like the 
adult he is to be, will not eat food if it 
is not attractively planned, prepared, 
and served. Color, flavor, and texture 
combinations probably appeal more to 
the child than they do to the adult. 
Perhaps only for the infant would a 
bland and formless diet be recom- 
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mended, and even then the introduc- 
tion of puréed vegetables and fruits at 
an early age has helped matters consid- 
erably. It should likewise be remem- 
bered in this connection that wilted veg- 
etables or overcooked vegetables not only 
look unappetizing but have lost some 
of their vitamin and mineral content. 
Today psychologists prescribe that 
the baby remain so for a minimum pe- 
riod of his life. Self-help clothes and 
really grown-up knives, forks, and 
spoons are early given to the growing 
infant. True, this eating paraphernalia 
is small in size but nevertheless the 
child is not allowed to return to the 
freedom of the “spoon” and “pusher” 
days. We can, however, do something 
to make his road to learning easier. We 
can make the food itself easy to manipu- 
late. To lift a whole leaf of lettuce in 
the hand is a privilege allowed the very 
young because shredded lettuce is diffi- 
cult for them to manage and anything 
like the head-lettuce salad is an impossi- 
bility. Lettuce and greens are fre- 
quently introduced safely held in sand- 
wiches. Peas, which are proverbially 
hard to handle, may be served in mashed 
potato nests. This is true for other 
small-sized vegetables. Beets, on the 
other hand, as they would discolor the 
potatoes, are better served sliced than 
diced. The application of common 
sense in the serving of the child’s food 
may help to insure his eating more of it. 
For the purpose of this discussion we 
have regarded the child as what he pri- 
marily is, a growing little human ma- 
chine which must be given the right 
food, at the right times, in the right 
amounts, served so that he can handle 
it satisfactorily. All of which task is 
hemmed around by considerations of 
cost of produce, labor, and equipment. 
And when we have satisfactorily solved 
our problems in these regards we will 
turn over to the psychologists the well 
child who still refuses to eat. Such an 
enigma seems even at its worst a re- 
markable display of mind over matter. 
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The Essential Features of Poliomyelitis 


By T. CAMPBELL THOMPSON, M.D. 
Hospital for Ruptured and Crippled, New York, N. Y. 


What are the early symptoms of poliomyelitis? What 
is the most important factor in the treatment of the acute 
stageP A specialist discusses this important disease 


Part I—The Acute Stage 


OLIOMYELITIS or infantile pa- 
ralysis is a much dreaded dis- 


ease which, each summer and fall, 
makes its appearance in the temperate 
and subarctic belts. Persons suffering 
from the great disabilities or crippling 
deformities which sometimes follow a 
severe attack have been seen by every- 
one. Consequently there is a more uni- 
versal dread of this infection than there 
is of other serious diseases the results of 
which are just as lamentable but less 
obvious. Although there is still much 
to be learned about it, a great deal is 
already known and a little sound knowl- 
edge of the essential facts may avoid a 
great deal of useless apprehension. 


HISTORICAL 


The disease is not a new one although 
it seems to be changing its character 
just as syphilis did in the 16th century. 
Egyptian carvings and skeletons suggest 
that this type of paralysis occurred long 
before Christ. Reports of flaccid paraly- 
sis, which was probably poliomyelitis, 
can be found in the writings of Hippoc- 
rates and Galen. 

During the 19th century John Bed- 
ham in England, Jacob von Heine in 
Germany, and Dr. O. Medin of Stock- 
holm studied the disease intensively. 
They described the symptoms, asso- 
ciated the paralysis with the acute fe- 
brile attack, and showed that the specific 
lesions were not in the muscles but in 
the motor cells in the spinal cord. 
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During the 20th century a great num- 
ber of research workers have given their 
entire time to studying all aspects of 
the disease. Although the virus is too 
small to be seen, and although no sure 
method of treatment has been devel- 
oped, the total knowledge that has been 
accumulated is stupendous and the pros- 
pects of developing effective methods of 
prevention and treatment are better 
every year. 

It is not my purpose to try to study 
and evaluate new and unproved methods 
of treatment, but rather to explain in 
simple form the well established facts 
about poliomyelitis. The terror of the 
unknown is worse than that of the 
known. If mothers and nurses who 
have the responsibility for the care of 
children can get a simple, clear picture 
of the essential facts a great deal of un- 
necessary worry will be avoided. The 
general public will have the advantage 
of their intelligent codperation in the 
prevention, early recognition, and proper 
treatment of the disease, 


PATHOLOGY 


Although the organism which causes 
poliomyelitis has not been actually seen, 
the virus has been studied extensively. 
It is very small, smaller even than most 
protein molecules. It can be inacti- 
vated by heat. It can also be kept 
frozen for a long time. When injected 
into the brains of monkeys or sprayed 
on to the nasal mucosa it produces a 
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typical paralysis. Convalescent im- 
mune serum or horse serum has been 
developed which, if given at the same 
time, will neutralize the virus and pre- 
vent the disease from developing. It is 
known to have a special affinity for nerve 
tissue and attacks specifically the motor 
cells in the anterior horns of the spinal 
cord. The muscles themselves do not 
seem to be any more affected than in 
any acute febrile illness. It is the in- 
jury to the motor nerve cells in the 
spinal cord that causes the paralysis. 
Once these cells are killed they are never 
replaced. If the virus has merely 
caused swelling about them and tem- 
porary injury, they will gradually re- 
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cover and the muscles controlled by them 
will in turn regain their functions. 
While the virus is actively attacking 
the nerve cells, every effort should be 
made to avoid the slightest irritation to 
them, thus allowing them to use their 
entire energy to combat the poison. To 
give these cells complete rest all un- 
necessary nerve impulses going to the 
cord should be prevented.* This is done 
by fixing the affected parts in plaster 
casts in comfortable positions so that 
all motion is eliminated. Only in this 
way can the aching motor cells in the 
spine be adequately protected from the 
harmful stimuli of even the gentlest and 
most well-meant nursing care. (Fig. 1) 


Figure 1. 


The anterior horn cells in 
spinal cord affected in polio- 
myelitis. Reflex 
from the extremities and 
voluntary impulses from the 
brain should be eliminated. 


impulses 
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EPIDEMIOLOGY 


There are actually many more cases 
of poliomyelitis than statistics show. 
Only one case in five is recognized. The 
blood of most normal adults contains 
antibodies developed against the disease, 
due to having had a non-paralytic form 
sometime in childhood. Because so 
large a proportion of adults have 
achieved this*immunity, most of the 
recognized cases occur in children. It 
rarely appears under the age of one 
year, and the name infantile paralysis 
is a misnomer. 

At one time this type of paralysis was 
sporadic, occurring at any time in any 
place. In the past twenty-five years it 
has usually appeared in an epidemic 
form. There were severe epidemics in 
the United States in 1916, 1921, 1929, 
and 1931. <A certain number of cases 
occur each year from July 15th to the 
middle of October. After the “first 


frost” there seems to be little danger. 
During August and September, especial- 


ly if cases have been reported, it be- 
hooves mothers and nurses to be alert 
for the first signs and symptoms. There 
is no need to be terrified, but reason- 
able precautions should be taken. One 
cannot run away from it as one would 
from the plague as the transmission from 
one case to another can rarely be traced. 
Unnecessary contacts should be avoided 
such as children’s parties, moving pic- 
tures and fairs. Naturally children 
should not be taken into districts in 
which cases have been reported, and 
travelling should be avoided as much 
as possible. 
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Those in direct charge of children 
have a great responsibility which often 
weighs so heavily upon them that their 
imaginations are unduly stimulated and 
their judgment warped. 


THE ACUTE ATTACK 


The onset may be sudden and defi- 
nite or it may resemble an ordinary 
stomach upset or a common cold. There 
is always some fever and the tempera- 
ture may go as high as 104 degrees. A 
convulsion or vomiting attack may be 
the first symptom in the more acute 
case. There is often headache and gen- 
eral muscular soreness as in ordinary 
influenza. The diagnosis should be 
made before any real weakness or 
paralysis appears. In the more severe 
case the patient is very irritable, objects 
to any movement, and cries if touched. 
The position shown in Fig. 2 with the 
head held extended and legs drawn up 
is quite typical. The toxin irritating 
the spinal cord causes spasm in the 
spinal muscles and the patient cannot 
flex the spine normally. <A simple test 
which can be done by any mother or 
nurse is to ask the child to sit up and 
kiss his knees. If he cannot do this 
there is some spinal irritation. An im- 
mediate medical consultation and a 
lumbar puncture are indicated. This 
inability to bend forward is called the 
“spine sign.” In practically every case 
it appears before there is any paralysis. 
(Fig. 3) The spinal fluid will not con- 
tain pus as in meningitis but there will 
be a moderate increase in the number of 
cells. A lumbar puncture is a simple, 


Figure 2. Typical position assumed in the acute stage 
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Figure 3. 


The spine sign 
Patient is unable to kiss his knees 


harmless procedure and should be done 
at once, especially if there is any ques- 
tion of the diagnosis. A great many 
cases never develop any paralysis and 
therefore are not recognized. 

The fever usually disappears within 
seven to ten days. There may be two 
periods of elevated temperature with a 
few days between them. (Dromedary 
Type.) The paralysis appears within the 
first three days, spreading rapidly at 
the start. As soon as the temperature 
begins to fall there is little danger of 
any further paralysis. Many of the 
paralyzed muscles whose nerve cells 
were only temporarily affected begin to 
recover rapidly. The temperature is 
normal but the patient is weak and 
many of the muscles still tender. The 
acute stage is not really over until the 
muscle soreness is gone—a period of six 
to eight weeks. 

A long, slow convalescent period then 
begins. This lasts from one to three 
years, during which time there is a 
gradual improvement. In the chronic 


stage which lasts the rest of the patient’s 
life there is a definite amount of residual 
weakness. Extensive paralysis may per- 
sist or recovery may be almost com- 
plete. 
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TREATMENT OF THE ACUTE ATTACK 
Early diagnosis is essential so that 
treatment can be begun at once. The 
probable severity of the case and the 
extent of the paralysis cannot be deter- 
mined when the diagnosis is first made. 
The patient should, whenever possible, 
have the advantage of constant super- 
vision by a physician intimately familiar 
with acute infectious Light 
braces or plaster casts should be ap- 
plied at once to the affected parts. If 
the paralysis is extensive, complete an- 
terior and posterior plaster shells are 
often the most efficient way to support 
all the joints in correct and comfortable 
positions. This work is best done by 
an experienced orthopedic surgeon. It 
is he who will have the responsibility 
for the care of the patient for months 
or years to come and it is a great ad- 
vantage for him to see the patient during 
the acute stage. He can note in detail 
the extent of the paralysis and outline 
a course of treatment. 

In no disease, except perhaps pneu- 
monia, is expert nursing care so essen- 
tial. Rest, complete and prolonged, 
mental and physical, is by far the most 
important single factor in aiding the 
poisoned motor cells in the spinal cord 
to recover. 

It is more difficult to insure adequate 
care and supervision in the patient’s 
home or in an ordinary general hospital 
than in a specialized hospital. Nothing 
can be worse for both patient and parent 
than the constant hovering of an anxious 
mother over a suffering, irritable child. 
Most cities have a department in the 
infectious disease hospitals with spe- 
cially trained personnel of doctors and 
nurses and all the necessary equipment 
to provide the best possible treatment 
in the acute stage. Although the results 
of serum therapy have so far been rather 
disappointing, it may sometimes be in- 
dicated, especially in the cases which are 
recognized before the onset of paralysis. 
Other special procedures such as lum- 
bar punctures and blood transfusions 


diseases. 
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can always be done more satisfactorily 
in a hospital. 

If the patient happens to be in an 
outlying district where special hospitals 
and orthopedic surgeons do not exist, 
the treatment can be satisfactorily car- 
ried out in the home. This should be 
done under the careful supervision of 
the visiting nurse and the local physi- 
cian. Complicated apparatus is not 
necessary. Simple makeshift supports 
can be made to prevent drop-foot or to 
hold the arms abducted. The secret of 
all the treatment in the acute stage is 
to support the paralyzed extremities in 
neutral positions and disturb the pa- 
tient as little as possible. In order to 
do this, mothers and nurses and doctors 
must be saturated with the doctrine of 
rest and more rest. Also, they must be 
educated to the long-time view of the 
problem. There is no question but that 





the ultimate recovery is greater if the 
rest period is prolonged into months or 
even years. 

The fever usually disappears in a week 
or ten days, and after three weeks the 
patient can safely be transferred to an 
orthopedic hospital or his home. It 
must be remembered, however, that the 
convalescent stage does not really begin 
until the muscle soreness has gone (6 
to 8 weeks). For this reason it is prefer- 
able not to allow the patient to return 
home as too much activity is almost in- 
variably allowed. There is no danger 
in too much rest or immobilization dur- 
ing this stage and a great deal of harm 
can be done by too much treatment. 
Massage and muscle exercises should not 
be started until the muscles are no 
longer tender. The Council on Physio- 
therapy states definitely that electricity 
has no place at any stage in the treat- 



































Redrawn from “Principles and Practice of Physical Therapy,” Vol. I, Chap. XX 
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F. Prior and Company, Hagerstown, Md., 1934 


Figure 4. The Drinker respirator 





The blower lowers the pressure in the respirator for a few seconds at a time. This 
causes the air to flow into the chest. The alternator then allows the pressure to re- 
turn to normal and the air flows out. This is repeated about sixteen times per minute. 
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ment of poliomyelitis. One of our 
greatest difficulties is to prevent over- 
treatment, as the families practically de- 
mand that something be done. 

After the fever has subsided, daily 
immersion for a short period in a warm 
bath or therapeutic pool may be helpful. 
It has a very good psychological effect 
upon the patient and some people be- 
lieve that it aids in relieving the muscle 
soreness. It is attended with consider- 
able risk, however, and many authorities 
believe that pool treatment should not 
be started until several months after the 
acute attack. The danger of overtiring 
the patient and stretching weakened 
muscles is so great that simpler and 
more easily controlled methods of physi- 
cal treatment are preferable. Daily 
warm packs for short periods will do 
almost as much for relieving the sore- 
ness without tiring the patient. Ade- 
quate rest and a full diet are essential. 
Constant support of the affected parts 
should be continued as long as there is 
any hope ot recovery. Muscles which 
are kept “on a stretch” do not recover. 
The bedclothes should be kept off the 
feet with a cradle and if the hips are 
weak the patient should not be allowed 
to sit up. If the paralysis is extensive, 
bed rest for a year or more may be indi- 
cated. 

Fortunately the very severe cases are 
rare. If the vital areas in the medulla 
are affected, death usually results within 
the first 48 hours. If the cells control- 
ling the muscles of the chest and 
diaphragm are involved, artificial respi- 
ration may be necessary. As _ respira- 
tion must take place it is impossible to 
rest these muscles by applying a plaster 
cast, The Drinker respirator (Fig. 4) 
is a simple—(though apparently compli- 
cated )—device which allows the air to 
flow in and out of the lungs without any 
effort being made by the patient. The 
chest moves but the muscles and the 
affected motor cells are at rest. 

If a poliomyelitis patient complains 
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Figure 5. Artificial respiration 


The patient’s pelvis is lifted and then 
dropped about six or eight times a minute. 
The relaxed sagging abdomen pulls the 
diaphragm downward causing an inspiration 


of tightness or pain in the chest or diffi- 
culty in taking a deep breath, the 
cells controlling the respiratory muscles 


are probably affected and a respi- 
rator should be made _ immediate- 
ly available. If the difficulty in 
breathing increases, the patient is 


put into this respirator. The mental 
and physical relief is so great that soon 
he is sleeping peacefully. There are so 
many different muscles of respiration 
that at least some of them recover rapid- 
ly and the patient usually can be re- 
moved from the respirator within a few 
weeks. 

If a respirator is not available, the pa- 
tient’s life may be saved by manual arti- 
ficial respiration. The Schaefer method 
is most unsatisfactory in a_ relaxed 
paralyzed patient and the pressure 
necessary on the lower ribs is very pain- 
ful. The method shown in Fig. 5 was 
once used successfully by the author for 
a period of 10 hours until a respirator 
was obtained. It is quite simple and, if 
the patient is heavy, can be done by two 
people lifting his hips by the ends of a 
folded towel placed under the pelvis. 


(To be continued) 





The Adult Who is Hard-of-Hearing 


By ELIZA C. HANNEGAN* 


Teacher of Adult Lip Reading Classes, Public Schools, Portland, Maine 


How can the public health nurse be of help to the 
hard-of-hearing adult? This is the first of a series of 
articles by specialists on various problems in this field 


N OLD ADAGE tells us that as 
Ae comes to a drowning man 

he sees his life pass before him. 
A modern version might be that as deaf- 
ness comes to a man, he sees his future 
pass before his eyes—and sees it 
through glasses of ebon hue. 

This psychological attitude is little 
understood by those who have neither 
experienced deafness nor made a critical 
study of it. A short cut to understand- 
ing it may be taken by plugging one’s 
ears with cotton and trying to carry on 
one’s usual routine for twenty-four 
hours. Even then, a complete under- 
standing will be lacking. For coupled 
with the embarrassments, inconven- 
iences, annoyances, and failures result- 
ing from limitation of hearing there will 
be the realization that at the end of the 
day normality may be restored by the 
removal of the cotton. 

The hard-of-hearing adult is what he 
has previously been, plus his deafness. 
If he has been irresponsible, maladjust- 
ed, and emotionally unstable, he is apt 
to become more so. He is likely to cap- 
italize on his deafness. He may make 
little effort to help himself or to respond 
to the efforts of others to help him. He 
will blame his deafness rather than him- 
self for all his failures. 

If previous to becoming hard-of- 
hearing, an adult has been industrious, 
self-reliant, and capable of adjusting 
himself to society, he will wish to find 


*Miss Hannegan is also President of the 
Department of Lip Reading of the National 
Education Association. 


ways by which he can surmount his 
deafness. Often, however, he is at a 
loss to know what to do. His family 
and others through a mistaken sense of 
kindness may be oversolicitous and do 
too much for him; or on the other hand, 
they may make it very evident that his 
new condition deserves no special con- 
sideration. By such attitudes they either 
destroy his initiative or they cause him 
to become embittered, and his problems 
become more complex. 

More than anything else at the onset 
of deafness, a person needs and wants 
someone with a listening ear and an 
understanding attitude who can direct 
him in his adjustments. He may first 
seek the aid of the public health nurse, 
in whom he has confidence. 


WHAT CAN THE NURSE DO? 


What sources of assistance can the 
public health nurse cal] upon to aid her 
in helping the individual with his hand- 
icap? First of all, there is the organ- 
ization founded by the hard-of-hearing 
for the hard-of-hearing. All public 
health agencies should have in their files 
the name and address of the national or- 
ganization which is concerned with this 
problem: The American Society for the 
Hard of Hearing, Inc., 1537 35 Street, 
N.W., Washington, D. C. By direct 
correspondence and through its publica- 
tions, it provides authentic information 
on all problems related to deafness. 

As a source of immediate help it may 
offer the name and address of the local 
chapter of the Society, or if there is no 
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such chapter, information about the na- 
tional correspondence chapter, the 
Everywhere League. Through contacts 
with these groups the hard-of-hearing 
adult will meet others with deafness 
equal to or more profound than his own. 
Observing that they have learned to 
adjust to the handicap and are leading 
active, useful, and happy lives, he will 
accept their suggestions. By association 
with them, he will learn to wear the 
armor of courage and he will find the 
sword of laughter with which to combat 
his troubles. Using both will be the 
first step in his rehabilitation. 


TO SUPPLEMENT DEFECTIVE HEARING 


It is advisable also for the public 
health nurse to be familiar with the 
courses in adult education offered in the 
public schools and elsewhere. These 
courses provide cultural and vocational 
advantages which the hard-of-hearing 
adult should not neglect. In many 
cities throughout the United States, 
adult lip-reading classes have been or- 
ganized in the public school systems, and 
undoubtedly, others will be organized 
when hard-of-hearing adults demand 
them. 

Many persons think of lip-reading as 
not to be considered excepting in cases 
of profound deafness. Some even assert 
that lip-reading may interfere with the 
use of residual hearing. This is a grave 


mistake. The hard-of-hearing person 
who has a knowledge of the visible 


movements of speech and the ability to 
interpret them in conversation can use 
this power to supplement any degree of 
defective hearing. Desirable mental 
qualities, such as concentration, alert- 
ness, and intuition, are highly developed 
by the study of lip-reading. The stu- 
dent acquires greater self-confidence and 
poise. Combining his lip-reading with 
his hearing, he looks, listens, and under- 
stands. He may not understand on 


every occasion, since the personal equa- 
tion is a factor to be considered, but he 
will meet with sufficient success to re- 
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lieve him of embarrassment, give him 
new courage, and lead him to try again. 

Improved hearing aids are among the 
advantages that this modern era offers 
to the hard-of-hearing. Through its 
scientific committee, the American So- 
ciety for the Hard of Hearing investi- 
gates instruments put on the market by 
various manufacturers and approves or 
disapproves of them. The public health 
agency may secure this information for 
its files and the nurse by using it may 
protect her patient from fraud, loss of 
money, and discouragement. No class 
of people are more exploited than the 
hard-of-hearing and some in their desire 
to escape the growing silence in their 
lives are willing to buy anything. The 
intelligent and informed public health 
nurse can keep her patient from being 
victimized. She will be able to direct him 
to a reputable agency that makes no 
extravagant claims as to the results to 
be obtained by use of a hearing aid, and 
that allows a home-trial period for a 
small payment—usually applied to the 
purchase of the hearing aid should the 
trial prove satisfactory. 

MODERN INVENTIONS A GREAT HELP 


Not only in individual hearing aids 
does the hard-of-hearing person of today 
have an advantage over those of a gen- 
eration ago. In the larger cities and 
towns, churches and moving-picture 
houses have group hearing aids for the 
benefit of the hard-of-hearing public. 
All that is necessary is the courage to 
ask for and use one. 
of charge. 


The service is free 
More and more persons with 
impaired hearing are overcoming their 
sensitiveness in regard to their handicap 
and making themselves once more a part 
of the hearing world by making use of 
these advantages of modern inventions. 

Neither lip-reading nor hearing aids 
are perfect substitutes for normal hear- 
ing, and further assistance through 
vocational guidance may be necessary. 
Few hard and fast rules have yet been 
laid down in vocational guidance for the 





150 PUBLIC HEAI 
hard-of-hearing. In all walks of life are 
to be found leaders with profound deaf- 
ness—and failures with minor hearing 
losses. It is a truism that any individual 
is apt to succeed best in doing work that 
he has the initial ability to do and that 
everyone should develop to the utmost 
the powers and abilities that he has. 
Often in the case of the hard-of-hearing, 
a change of occupation is not so essen- 
tial as the ability to make the adjust- 
ments that will enable an individual to 
continue in his work. Coworkers, no- 
ticing these efforts at adjustment, will 
usually lend a helping hand. In some 
cases, there is a great need of educating 
employers to the idea that a hard-of- 
hearing person may be as capable a 
worker as a person with normal hear- 
ing—if not more so. 

Occasionally, a change of occupation 
may be necessary or a person who has 
never been employed may need special 
guidance and training. State rehabilita- 
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tion bureaus are now making special 
studies of the needs of the hard-of- 
hearing, and are providing guidance, and 
training when advisable. It is a com- 
paratively simple matter for the public 
health agency to obtain and keep on file 
the name and address of the state super- 
visor of civilian rehabilitation and of his 
district agents, to whom the nurse may 
refer hard-of-hearing adults. 

The physician, the nurse, the teacher, 
the scientist, the social worker, the 
family, the employer, the church, and 
the rehabilitation bureau are all con- 
cerned with the problem of the hard-of- 
hearing. Each individual or agency 
which is interested in the problem must 
concentrate on the details with which it 
is best fitted to cope and together they 
must encourage the man to accept his 
deafness as a challenge. He will then 
find that he faces every day the common 
lot of all human beings—new duties, 
new struggles, and new opportunities. 


Park, Kansas City, Missouri 
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The Social Security Act 
and the American Family 


By FLORA L. SLOCUM 


Technical Adviser, Division of Policies and Procedures, Bureau of 


Public Assistance, 


Social Security Board, Washington, D. C 


Can the average American family provide for its 


own security? 


How will the Social Security Act 
affect the financial security of families? 


Every 


nurse should be informed on these vital questions 


HE SOCIAL SECURITY ACT is 

epoch-making in the history of 

American legislation for social and 
economic welfare. It puts into opera- 
tion a program of social security greater 
in magnitude than any attempted by 
other nations. It brings under one Act 
all at one time more groups of people 
than the initial legislation of other coun- 
tries. Elsewhere, nations began their 
programs of social security and social 
insurance by covering fewer persons and 
adding other groups as time passed. The 
federal Social Security Act is designed to 
offer measures of security to the socially 
and economically less favored in the 
population. It is also believed to be a 
step forward toward stabilization of the 
purchasing power among those most 
quickly and severely affected by cyclical 
depressions or by~the loss of money 
incomesein consequence of age as well as 
certain: hazards and misfortunes. The 
Act touches widespread groups in one 
way or another by benefits, or by a 
share in the costs, or both. This will be 
increasingly evident as more states place 
themseWes in position to participate in 
the program. 

The spirit and purposes of the Act 
relating to the financial securifyeof fam- 
ilies are readily understood when re- 
viewed against the familiar background 
of social and economic changes which 


have steadily taken place in American 
life in the past fifty years. Industrial- 
ization, accompanied by the particular 
growth and movement of our popula- 
tion, has brought about problems of 
urban and rural insecurity affecting all 
income groups. 

The growth of modern industry in 
America has followed the steady dis- 
appearance of frontiers. There has de- 
veloped a_ steady from land 
economy to money economy which 
affects the security of each member of 
an American family. We are told that 
in 1890 not only were farm families 
larger than city families, but that over 
one third of the nation’s families then 
lived on farms. Each member of the 
family from the children to the aged 
grandparents was then an economic 
asset, sharing in the life and responsi- 
bility for productive work in the home. 
Large families were, therefore, an eco- 
nomic asset. 

By 1920, however, the census re- 
vealed more people living in cities and 
towns than on farms. By 1930 more 
than half of the population was concen- 
trated in urban areas. Only about one 
fifth of the homes of the nation are now 
in the country. Expansion in industry, 
like a magnet, has drawn upon the farm 
family for people to fill jobs in the city. 
With the development of labor-saving 


change 
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devices for farm production, members of 
the farm family were less needed on the 
farm. The increased need for money to 
be had from the available jobs in the 
city industries caused a steady stream 
of population moving into towns and 
cities. 
FROM MAKING TO BUYING 


Industrial exploitation of our natural 
resources proceeded apace with the rapid 
expansion in the manufacture of innum- 
erable lines of goods. We have witnessed 
a simultaneous expansion and a steady 
growth of vast commercial enterprise 
needed for the distribution of the things 
manufactured. This explains the rise of 
the so-called white collar commercial 
groups—the salespeople, clerks, book- 
keepers, bankers, and others. Invention 
and modern living have affected also the 
industries now referred to as the service 
industries—the restaurant and _ lunch- 


room keepers, barbers, beauty-shop oper- 
ators, teachers, lawyers, doctors, and 
dentists, and the persons engaged in re- 


search, entertainment, and various ser- 
vices which our standard of living now 
requires. Not only has the manufac- 
turing side of family life been removed 
into industry but many of the services 
formerly carried on in homes have like- 
wise gone outside the home. These ser- 
vices, like other things, are now pur- 
chased with money by those engaged in 
earning money. In other words, we 
have shifted from an earlier economy of 
making a living to an economy in which 
we buy a living. Some one has described 
it by saying that we have changed from 
a standard of living to a standard of 
spending.: Economists refer to it as a 
change from a land economy to a money 
economy. 

Now the family as well as the indi- 
vidual is dependent for security upon 
some source of cash income. Where 
formerly the large family was an asset 
in the making of necessities and com- 
forts for home life, the large family now 
becomes in many ways a liability, re- 
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quiring a larger budget, and therefore, 
a larger cash income. The young, the 
aged, the physically or the socially 
handicapped members who formerly 
earned their keep are now likely to be 
dependent members in the family— 
dependent mainly because their board, 
room, clothing, medical care, and general 
maintenance the wage - earner 
money. The psychological effects of 
this upon resourceless individuals in a 
household where security is the money 
income of the employed members is re- 
flected not only upon the individual him- 
self but also in the economic and social 
relationships of the whole family. 


cost 


MORE ADULTS IN POPULATION 


At the same time that population has 
been shifting from farms to towns and 
cities, there has been a noticeable change 
in the composition of age-groups within 
the population as a whole. For exam- 
ple, the decreasing birth rate has re- 
sulted in fewer children in the general 
population. At the same time there is a 
marked decline in the mortality of 
infants on the one hand, and on the other 
hand, a steady increase in average life 
expectancy. The net results of these 
influences show themselves in changes in 
the structure of age-groups. The ten- 
dency is toward (1) a concentration of 
middle-aged groups in the population, 
which now include a greater proportion 
of adults (2) an increase of adults over 
65 years of age (3) a stationary popu- 
lation similar to that experienced in all 
other nations where industrialization and 
dependence upon wages have become the 
mode of life. 

These forces not only show their in- 
fluences in the increzsed competition for 
jobs among the adult population, but 
they intensify the necessity for gainful 
occupation by which individuals and 
families meet responsibility for self- 
support as well as security in old age. 
Individual thrift becomes less and less 
a guarantee for security in emergencies 
and in old age, although its practice re- 
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mains essential to family living. Indi- 
vidual thrift is not only difficult but out 
of reach for an amazing proportion of 
the population. Students of the prob- 
lem quote different figures to impress 
upon us the difficulties in the way of 
individual thrift, and in the effects of 
low incomes upon consumer purchases as 
related to general stability of the eco- 
nomic mechanism. 


WHAT IS AVERAGE FAMILY INCOME? 


For example, the much-quoted Brook 
ing’s Institution report on America’s 
Capacity to Consume classifies incomes 
of American families as of 1929 and 
finds that 21 percent had total annual 
incomes of less than $1,000.* In order 
to live, these families had to buy on the 
installment plan, or go into debt, or 
secure help from others, or use their 
past savings—if they had any. This is 
significant, since it affects about one 
fifth of American families. If the aver- 
age American family now consists of 
approximately four persons, it can 
scarcely save much for security in emer- 
gencies or old age. Nor can it buy 
enough to help keep production going 
to capacity. The same study shows that 
20.9 percent of American families had 
incomes of from $1000 to $1500; 42 
percent of American families had less 
than $1500 annual income.** The study 
also suggests that at 1929 prices, $2000 
was a sum “sufficient to supply only 
basic necessities.” An income of $2500 
a year was regarded as only moderate. 
Nevertheless, only 11.6 percent of the 
families had this much in 1929. 

It is apparent, therefore, that the eco- 
nomic value of the individual member 
of the family is now measured more in 
terms of his capacity to bring in income 
than in terms of his productive activity 
in the home. This is reflected further 


*Levin, Maurice, Moulton, Harold G., and 
Warburton, Clark. America’s Capacity to 
Consume. Brooking’s Institution, Washington, 
D. C., 1934, p. 55. 

**Ibid., p, 54. 
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in the widespread employment of mar- 
ried women outside their homes. Their 
incomes also have become necessary to 
the maintenance of the immediate fam- 
ily, dependent relatives, the more exten- 
sive education of children, and the neces- 
sity for planning for old age through 
accumulations during the earning years. 

The competition among age-groups for 
the opportunity of employment has been 
further intensified by the changes in 
industry and occupations created by 
technological improvements in indus- 
trial methods. Where formerly the shift 
from one occupation to another could 
be made more easily by the individual, 
modern specialization now makes this 
more difficult. Whole industries rise and 
decline in consequence of changes 
wrought by technological, scientific, 
seasonal, or fashion influences which are 
wholly outside the control of the indi- 
vidual whose security is affected. It be- 
comes necessary that society as a whole 
share the increasing risks and hazards 
incurred by individuals in consequence 
of cumulative insecurity. The social 
cost is too heavy for the individual or 
the particular group affected. The 
family itself is now less able to assure 
the security of its members. 

Society more and more sets up meas- 
ures to assure protection to individuals 
or groups. Many of these measures are 
now so familiar that they are taken for 
granted. It will be noted that such de- 
vices for social and economic welfare 
are of three kinds: 


Those in the nature of promotion of 
general community well-being for all 
classes regardless of an economic need. 


Those in the nature of relief measures 
to give security of livelihood to those 
who establish their need for assistance. 
Those in the nature of social insurance, 
under which covered individuals are en- 
titled to benefits as a matter of right. 


In the first group, for example, we are 
now used to the operation of measures 
at the expense of society in the interest 
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of general education, physical and 
mental health, and the control of com- 
municable diseases; the registration of 
births and deaths, and the efforts to 
bring down the death rate of mothers 
and infants; the widespread adoption by 
the states of compensation to workmen 
for disability sustained in industry; and 
legislation promoting the safety and 
health of adults and children in industry. 

In the second group, the states have 
experimented since 1911 with allowances 
to needy mothers so that children de- 
prived of a father’s support can be kept 
in their homes. Since 1915 the states 
have also experimented with laws grant- 
ing to needy aged persons allowances so 
they may live in their homes instead of 
institutions. These measures give those 
assisted some means for choosing how 
they wish to live in society when the 
usual means for choice have been cut off. 


UNEMPLOYMENT COMPENSATION 


The experimentation among the sev- 
eral states in easing the devastating 
effects to individuals and industry of 
seasonal or periodical unemployment has 
lagged, however. Here the competitive 
disadvantage to the industries in the 
state which is attempting to pioneer in 
unemployment compensation has re- 
tarded the enactment of legislation for 
compensation of unemployment. It was 
believed by those who wrote the Social 
Security Act that some means—such as 
is employed in the Act providing a uni- 
form federal tax on the included indus- 
tries and a device for tax offset to covered 
employers in states enacting approved 
legislation—would best solve this prob- 
lem of enactment of legislation among 
the several states. Moreover, the federal 
Social Security Act does not set up a 
federal system of unemployment com- 
pensation but instead it makes possible 
a federal-state system of unemployment 
compensation. It is now possible for the 
states to enact their own unemployment 
compensation laws by means of which 
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the cost of individual unemployment in 
the covered occupations will fall less 
heavily upon the unemployed worker 
than has hitherto been the case. 

The preamble of the Social Security 
Act states its purpose to be to provide 
for the general welfare: 

1. By establishing a system of federal old- 

age benefits 
By enabling the states to make 
adequate provision for: 
a. Aged persons 
bh. Blind persons 
c. Dependent and crippled children 
/. Maternal and child welfare 

Public health 

The administration of their unem 

ployment compensation laws. 


The act 
means: 


more 


further provides for the 


1. To establish a Social Security Board 

2. To raise revenue 

3. To carry out certain other purposes of 
the Act 


There are three outstanding features 


of the Act which affect financial security 
of families: 


1. The welfare titles, which provide on a 
federal-state codéperative basis for: 

a. Cash payments to aid the needy 
aged, needy blind, and dependent 
children 
Services for maternal and child wel 
fare, crippled children, vocational re- 
habilitation, and public health 


Federal old-age benefits: 
Cash payments monthly to qualified 
persons, or lump sum payments under 
certain conditions 


Unemployment compensation on a fed- 
eral-state coGperative plan: 
Cash compensation for 
ment to qualified persons. 


unemploy- 


CASH PAYMENTS 


Three of these programs—-public as- 
sistance, old-age benefits, and unem- 
ployment compensation—are carried out 
through the means of cash payments to 
eligible or qualified persons. The needy 
aged, needy blind, or needy families 
aided by the states receive the assistance 
in cash—not in the form of orders upon 
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merchants. From the social standpoint, 
the assistance in the form of cash pay- 
ments gives to those who receive as- 
sistance the normal use of cash, includ- 
ing an opportunity to exercise choice in 
the use of money. Those who become 
eligible for the federal old-age monthly 
benefits, in January 1942 and thereafter, 
will receive monthly benefits in checks 
direct from the Treasury Department 
the sum based upon their total “wages” 
as defined by the Act. Those who will 
be unable to qualify for the monthly 
benefits receive their payment in terms 
of a lump sum according to the terms 
of the Act. Finally, those entitled to 
the unemployment compensation under 
the various gradually 
being set up* will also receive the com- 
pensation payments in cash. 

This is in conformity with the need of 
individuals and families for cash in a 
social order geared to a money economy. 
Moreover the payments made are to 
groups which immediately use them for 
consumers’ goods and services. From 
the economic standpoint those affected 
will, to the extent of their cash, be kept 
more actively in the market as con- 
sumers of goods. 


state systems 


GROUPS EXCLUDED 


The groups excluded from participa- 
tion in the federal old-age benefits and 
the unemployment compensation are the 
self-employed and those engaged in cer-* 
tain occupations. Although the wagé+ 


earners not covered by the ‘two pro- 
grams are not precisely the same, the 
main groups excluded under both are 
employees in agriculture, in domestic 


service in private homes, maritime 


*By July 1937 all the states, the District of 
Columbia, Hawaii, and Alaska had enacted 
unemployment compensation laws, and all 51 
of these laws had been approved by the Social 
Security Board. It is estimated that approxi- 
mately 21,000,000 workers are employed in 
jobs covered by these state laws. In 21 states 
and the District of Columbia, benefits became 
payable in January 1938. By the end of 1938, 
31 states will be paying benefits, and the re- 
mainder will begin to pay benefits during 1939. 
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workers, governmental employees (fed- 
eral, state, and local), and employees of 
non-profit-making educational and char- 
itable organizations. But although 
these groups are excluded for the present 
under these two provisions of the Act, 
they participate in the values derived 
from the welfare programs affecting ma- 
ternal and child welfare, crippled chil- 
dren, vocational rehabilitation, and pub- 
lic health services. They also share in 
the protection against need provided by 
the public assistance programs. 
WHAT DOES THE ACT PROVIDE? 


A review of the Act shows that it 
seeks to help states extend many of the 
social welfare programs which most of 
them have already attempted to carry 
on within the limits of state and local 
resources. The welfare titles of the Act 
make possible an extension of assistance 
by a state to needy aged, needy blind, 
and needy families under provisions of 
the plans submitted by the state, ap- 
proved by the Social Security Board, 
and administered by or under the super- 
vision of a single state agency. The 
Social Security Board authorizes federal 
grants to the state of an amount to pro- 
vide for meeting one half of the assist- 
ance payments up to $30 a month for 
old-age assistance and for aid to needy 
blind; and for one third of the assistance 
payments for-aid to dependent children 
yp to $18 a month for the first child and 
$12 a month for each additional child 
in the same home. It also authorizes 
(1) an additional grant of 5 percent to 
the state for aid to the needy blind and 
needy aged which the state may use for 
assistance, administration, or both; (2) 
grants to cover one third of the total 
cost of administration of the state’s plan 
for aid to dependent children. 

On May 1, 1937, 40 states, as well as 
Alaska and the District of Columbia, 
had in operation approved plans for as- 
sistance to needy aged; 28 states and 
the District of Columbia had approved 
plans for assistance to needy blind; and 
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27 states and the District of Columbia 
had approved plans for assistance to de- 
pendent children.* 


MATERNAL AND CHILD WELFARE 


Grants-in-aid are available to states 
for the extension and administration of 
their services for maternal and child 
welfare and for crippled children, as well 
as for child welfare services for the pro- 
tection and care of homeless, dependent 
and neglected children, and children in 
danger of becoming delinquent. The 
child welfare services are planned par- 
ticularly with a view to the needs of 
rural areas. The Children’s Bureau in 
the Department of Labor authorizes the 
grants-in-aid as well as the other sums 
to the approved  state-administered 
agency carrying on these maternal and 
child welfare programs. By May 1937, 
all states had programs under way for 
maternal and child health; 45 for crip- 
pled children; and 45 for child welfare 
services. 

The extension of approved state-ad- 
ministered programs for vocational re- 
habilitation of persons disabled in indus- 
try or otherwise and their return to civil 
employment is provided for by grants- 
in-aid to the states. The Office of Edu- 
cation in the Department of the Interior 
now has approved programs under way 
in practically all states. 

In the field of public health, the Social 
Security Act provides for the extension 
of public health services, for research in 
public health, and for the technical 
training of personnel in public health 
administration and public health ser- 





*By January 1, 1938, 50 state plans for aid 
to the needy aged, including those of the Dis- 
trict of Columbia, Hawaii, and Alaska, had 
been approved. Forty state plans had been 
approved for aid to the blind and the same 
number for aid to dependent children. In 
November 1937, the latest month for which 
reports are available, a total of 2,098,302 of 
the needy were receiving assistance from com- 
bined federal, state, and local funds under the 
Social Security Act. Of these, 1,546,614 were 
needy old people, 42,548 were needy blind, and 
509,140 were dependent children. 





HEALTH NURSING 


Vol. 30 


vices. By May 1937, all states were 
proceeding under public health pro- 
grams and grants-in-aid approved by the 
United States Public Health Service. 

On May 1, 1937, all of the states ex- 
cept three had enacted unemployment 
compensation laws providing for weekly 
compensation to qualified unemployed 
persons not earlier than two years after 
the effective date of the several acts.* 
Wisconsin’s act, in effect prior to the 
passage of the Social Security Act, is 
now paying compensation to unemployed 
workers. 

OLD-AGE BENEFITS 


The Bureau of Federal Old-Age 
Benefits** administers the only one of 
the social security programs which is 
entirely federal. This program went 
into effect on January 1, 1937. It is 
estimated that on June 1, 1937, well 
over twenty-seven million persons had 
applied for wage accounts.*** These 
accounts form the basis for the old-age 
benefits which are available monthly 
in cash for life on or after January 1, 
1942, to qualified employees retiring 
at or after the age of 65. The 
amounts of monthly benefits will vary 
according to the cumulative record of 
wages built up by each worker as speci- 
fied in the Act. The maximum benefit 
or annuity may not exceed $85 a month. 


“BENEFITS” VS. “ASSISTANCE” 


The old-age benefit provision of the 
Act differs entirely from the old-age as- 
sistance part of the Act. Old-age bene- 
fits are not the same as old-age as- 
sistance. Under feceral old-age bene- 
fits, persons now working and earning 
establish the basis for future benefits to 





*See footnote on page 155. 

**The Social Security Board at its meeting 
on September 17, 1937, took formal action 
changing the name of the Bureau of Federal 
Old-Age Benefits to Bureau of Old-Age In- 
surance. 

***By January 1, 


1938, approximately 


27,000,000 applications for social security ac- 
counts under the old-age insurance program 
had been received. 
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be paid to them as monthly income to 
supplement their other accumulations 
for their old age. If an employee dies 
before the age of 65, his estate receives 
3% percent of his total wages from cov- 
ered employment. The federal old-age 
benefit system therefore helps those who 
are now working. The benefits or annui- 
ties are payable to individuals after the 
age of 65, regardless of need. In a lim- 
ited sense, the individual is said to have 
contributed, and receives the old-age 
benefit as a right. On the other hand, 
under old-age assistance, the applicant 
is required to establish his need of as- 
sistance. 

The Act under Titles VIII and IX 
creates three taxes to provide general 
revenue. One of these taxes under Title 
VIII is an income tax on the earnings of 
the individual worker. The other tax 
under Title VIII is an excise tax on the 
employer. These taxes are paid by the 
employer to the Bureau of Internal 
Revenue, from which they pass into the 
United States Treasury as general rev- 
enue. Congress is authorized under the 
Act to appropriate annually from general 
revenue to the establishment of the Old- 
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Age Reserve Account from which the 
old-age benefits are paid to the qualified 
individual. Title IX levies a tax on 
employers of eight or more. Against 
this tax employers are permitted to 
offset their contributions to state unem- 
ployment compensation funds up to 90 
percent of the total federal tax. 

In conclusion, the Social Security Act 
taken as a whole is planned to give the 
security of some income to persons who 
cannot earn and whose special needs are 
the concern of society generally. For 
those now working in the included indus- 
tries, the Act offers some means to steady 
their incomes during their working years 
and during their old age. The Act 
recognizes the fact that the problem of 
security is one which families cannot 
meet individually as was possible in the 
past. Therefore, by means of the taxa- 
tion of large groups, the cost of misfor- 
tunes and loss of income sustained by 
certain groups at any one time, is dis- 
tributed over a wider base. 

Presented at the joint meeting of the Divi 
sions on Family Economics and the House, 


American Home Economics Association, Kan- 
sas City, Missouri, June 24, 1937. 














Occupational Diseases Challenge 
the Industrial Nurse 


By A. L. BROOKS, M.D. 


Medical Director, Fisher Body Division, General Motors Corporation, Detroit, Michigan 


The industrial nurse can be an important factor 
in the control of occupational diseases if she is inter- 
ested, well informed, and alert to her opportunities 


N DETERMINING what the indus- 
| trial nurse should know about occu- 

pational diseases it is important that 
we have a clear understanding of what 
we consider occupational diseases to be. 
For convenience we may accept a defi- 
nition of the term used by several states 
in setting up legislation for compensa- 
tion for disability arising from such dis- 
ease. The term is defined as ‘‘a disease 
which is due to causes and conditions 
which are characteristic of and peculiar 
to a particular trade, occupation, pro- 
cess, or employment.” With this defi- 
nition as a starting point, we are able 
to separate diseases of employees into 
two groups, occupational diseases and 
non-occupational diseases, and further, 
to classify occupational diseases as 
specific and general. 

The fact that some diseases are due 
to causes and conditions characteristic 
of certain trades was known to physi- 
cians 2000 years ago. The effect of 
certain poisonous metals, and of dust 
from stone cutting had been noted and 
ascribed to occupation long before much 
was known of physiology or the logical 
use of drugs. There was a vast amount 
of ignorance and superstition associated 
with early findings, but as time went on 
this gave way as an effort was made to 
associate cause and effect. 

There are certain diseases now about 
which there is little doubt in the ma- 
jority of cases. These are the ones we 
hear most about. They are specifically 
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mentioned in the schedules of compensa- 
tion acts. They occur following defi- 
nite, known exposure, they present clear 
cut signs, and as a rule they respond to 
treatment. They are such diseases as 
lead and mercury poisoning, infections 
such as anthrax and glanders, and the 
pneumonoconioses. | 

These diseases may be termed specific, 
and there can now be little doubt of th» 
obligation upon the employer to prevent 
them, or having failed in this, to cure 
the condition and to compensate for dis- 
ability arising therefrom, provided it be 
possible definitely to assign the responsi- 
bility to the right employer. 

Then there are other diseases which 
may be termed general because they are 
not limited to people engaged in certain 
trades or occupations. They may be en- 
countered among the general population. 
Examples are pneumonia, arthritis and 
tuberculosis. These may be claimed to 
be the result of working conditions, ex- 
posures and other industrial causes, but 
it is extremely difficult to state that they 
would not have occurred had the worker 
not been employed. 

The question of what types of dis- 
ability to compensate for has long been 
a matter of dispute. In this country, 
each state has its own legislation on the 
subject. In some there is general cover- 
age for all conditions which produce 
disability and arise out of employment, 
or which conform in general to our defi- 
nition of occupational diseases. In 
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others there is a definite list or schedule 
which mentions specifically each disease 
or injury. At present this seems to be 
the preferred plan. 

As an example of such a schedule, we 
may name a list of occupational diseases 
which has been included in legislative 
acts in Michigan, Ohio, Minnesota, New 
Jersey, North Carolina, and to a greater 
or lesser extent in other states. 


OCCUPATIONAL DISEASES 


These in general fall into the category 
of diseases due to microbic infection; 
poisoning by the heavy metals and other 
inorganic substances, by organic com- 
pounds like alcohol, petroleum products, 
and coal tar products; the effects of 
change in air pressure, and of various 
noxious gases in the atmosphere; and 
to some extent such mechanical effects 
as hernia not caused by accident, syno- 
vitis, friction blisters, and exposures to 
extremes of temperature. 

The infectious diseases usually refer- 
red to are anthrax from contact with 
hides, glanders from horses, and tuber- 
culosis from the usual sources. 

Poisoning may be systemic or local. 
It may produce such diseases as toxemia 
from lead, arsenic, or mercury, which 
are systemic; or there may be the 
effects of petroleum, which usually re- 
sult in skin involvement only. Chrome 
sores of the skin are characteristic effects 
of chromic-acid exposure, and the nasal 
perforations of chrome poisoning are 
easy for the nurse to recognize in most 
cases. 

Various gases and fumes such as 
nitrous fumes, carbon monoxide, and 
hydrogen sulfide may cause illness or 
death, but here it is difficult for the in- 
dustrial nurse to afford much assistance, 
except to learn as much as possible 
about the exposure in order that she 
may aid the doctor in arriving at an 
early diagnosis. 

In all cases in connection with a work- 
man’s right to compensation, it should 
be remembered that it is never the pur- 
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pose of legislation to compensate for the 
disease, but for the disability arising 
therefrom. 

Statistics apparently prove that the 
life of industrial employees is shorter 
than that of the general population. But 
thus far it has been impossible to state 
how much this has been contributed to 
by living in large industrial centers, by 
improper housing, improper food, bad 
habits, and the choice of certain trades 
by people who are mentally or physically 
not adapted to such occupations. Cer- 
tainly some of the latter factors can 
hardly be charged to industry’s neglect. 

Nevertheless, whether specific or non- 
specific, compensable or non-compen- 
sable, these diseases are the interest of 
the industrial nurse. It is her business 
to look impartially upon these condi- 
tions, to discover significant signs, to 
give aid and comfort in minor cases, 
and to bring to the attention of the plant 
physician anything she sees which re- 
quires more help than she can offer. 

Then there are many diseases which 
definitely have no relation to employ- 
ment. We may mention such com- 
municable diseases as the acute exanthe- 
mata, syphilis, various congenital condi- 
tions, and degenerative diseases of old 
age. Here again, we may find that some 
of the above-mentioned, non-specific oc- 
cupational conditions are intimately 
connected with employment environ- 
ment. But the degree of responsibility, 
if any, will have to be determined by 
someone other than the nurse. 


NURSE SHOULD KNOW PLANT 


The industrial nurse will be an im- 
portant aid in the management of occu- 
pational diseases if she has the indus- 
trial point of view. She should know 
what diseases might reasonably be ex- 
pected to occur in her plant. It is true 
here as elsewhere that we find what we 
look for. The man with a sallow com- 
plexion, complaint of chronic constipa- 
tion, weakness or soreness in the fore- 
arms, and occasional abdominal cramps 
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will suggest plumbism to the nurse who 
knows that lead is used in his depart- 
ment. This means that she should be 
as familiar as possible with processes in 
manufacture. Conversation with men 
and well directed questions concerning 
the work are welcomed by the men, as 
they indicate an interest on the part of 
the nurse. The nurse is alert, indeed, 
who will notice characteristic signs of 
disease which might have originated 
elsewhere, but which would hardly be 
expected in his present occupation. 

Thus far the nurse has been discussed 
largely as a case finder. She is valuable 
in this role because she will see a greater 
number of cases than the physician. 
Having listened to complaints, or hav- 
ing had her suspicions aroused, it be- 
comes her duty to transmit the facts to 
the plant physician, who will make the 
necessary investigation. This may re- 
quire a special effort and may occasion 
some expense in cases where there is not 
a full-time plant physician, but it is 
time and money well spent. 


RECORDS RESULT IN BETTER SERVICE 


A very important part of the nurse’s 
work is the keeping of adequate records. 
This applies particularly in situations 
where there is a possibility of lost time 
and compensation. The nurse should 
have the whole story from the time the 
employee first presents himself until his 
case has been cleared, including the 
doctor’s finding and treatment so that 
the record may be used at any time in 
the future for the benefit of both em- 
ployee and employer. 

The industrial nurse will handle occu- 
pational diseases more successfully if 
she is acquainted with the management 
and the foreman. She will recognize 
supervisors as a source of reliable in- 
formation, and will be able to utilize in- 
formation from them in building up ma- 
terial for a diagnosis. Her interest and 
sympathy for the men will also encour- 
age foremen to make greater efforts to 
protect their men, 
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The duties of the industrial nurse 
having been outlined in general, let us 
consider a hypothetical case which will 
illustrate how the nurse who has a 
knowledge of the essentials of occupa- 
tional diseases may function. 

John Brown, handy man about the draft 
ing rooms, comes into the dispensary one 
day complaining of a fine itching rash on 
both arms. The nurse notes the condition, 
and inquires about the work. He states 
he has worked here two years and has been 
doing the same kind of work. He has been 
out in the country week-ends, but does not 
think he has been exposed to poison ivy 
although he admits he does not know what 
it looks like. The doctor is out at present 
but will be back in the afternoon. The 
nurse knows the superintendent of the dratt- 
ing room. She calls him and upon inquiry 
finds that a part of John’s work is to carry 
blue prints to the mailing room 
cess has been developed in blue printing 
within the last The man is 
routine preliminary treatment 

This information is submitted to the doc 
tor upon his arrival, and when next day the 
condition seems much worse, the diagnosis 

well clinched. The doctor makes 
a patch test and changes the man’s job. The 
condition clears up, and the nurse deserves 
credit for helping to steer the case into the 
proper channels. Had she not known some- 
thing of the nature of contact dermatitis or 
the nature of the work, and had she not 
contacted the proper authorities in the 
drafting room, the case might have become 
serious before the doctor saw it, and it 
might have run into disability and com- 
pensation. 


A new pro 


week. given 


is fairly 


The importance of occupational dis- 
eases is not likely to be overlooked now 
that so much is appearing in the press 
on the subject. There are approxi- 
mately 50,000,000 people gainfully em- 
ployed in the United States at the pres- 
ent time. Of these, about 15,000,000 
are engaged in industry. A statement 
is made in a recent U.S. Public Health 
Service report that it is estimated we 
are spending five billion dollars annually 
for compensation and other costs due to 
injuries and occupational diseases. To 
be sure, only a small percentage of this 
outlay goes for occupational diseases, 
while accidents claim a much higher 
figure. But the trend is toward a re- 
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versal of this. Accidents have been con- 
trolled to a great extent so that their 
cost is decreasing; while occupational 
diseases, though probably not increasing, 
are certainly receiving a great deal more 
attention than heretofore, 

One hesitates to state how many 
states now provide compensation for 
industrial-disease disability at a time 
when new legislation is being enacted so 
rapidly, but most of the important in- 
dustrial states now compensate for some 
or all of the conditions which can be 
attributed to occupational diseases. 
Some have blanket coverage for all such 
conditions, while others name specific 
diseases or specific occupations. There 
have been injustices to both employee 
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and employer, but with time and an in- 
creased study of conditions, we shall 
eventually arrive at fairer, more equable 
adjustments. 

The industrial nurse finds herself 
today in this arena of changing policies 
and evolutionary social adjustment. It 
is her privilege to be one of the con- 
necting links between employee and em- 
ployer. If she commands the respect 
and trust of the men and realizes her 
responsibility to them, she will likewise 
be most valuable to her employer. 

Presented before the Industrial Nursing Sec- 
tion, National Safety Congress, Kansas City, 
Missouri, October 13, 1937. Published in the 


Transactions of the 26th National Safety 
Congress, Chicago, Illinois, 1937. 





MAY DAY—CHILD HEALTH DAY 


May first is Child Health Day, by the 
proclamation of the President of the 
United States as authorized by Congress 
in 1928. Child Health Day activities 
are sponsored by the United States Chil- 
dren’s Bureau at the request of the State 
and Provincial Health Authorities of 
North America, and are carried out in 
each state under the auspices of the state 
department of health. School programs 
are planned with the codperation of state 
departments of education. May Day 
chairmen are appointed by state health 
officers to help coérdinate the programs 
of public and private agencies. 

The emphasis in all states is placed on 
making Child Health Day activities con- 
tribute to the promotion of year-round 
child health services, and each commu- 
nity plans the program that is suited to 
its own needs. Communities can prop- 
erly utilize this opportunity to review 


their local problems and resources, and 
to plan for the improvement and exten- 
sion of their child health services. Activ- 
ities by the children themselves—ex- 
hibits, demonstrations, plays, games, 
and festivals—are traditionally a part 
of May Day programs in many places, 
and can be effectively utilized to stimu- 
late interest in health needs and accom- 
plishments. 

Suggestions and material for May 
Day observance are sent to state chair- 
men by the Children’s Bureau, and 
states which observe this day send out 
material to their local communities. For 
information on state programs, write to 
the May Day chairman of your state 
department of health. The program 
planned in one state is described in an 
article, ““May Day in Indiana,” by Dr. 
Howard B. Mettel in Pustic HEALTH 
NoursInoG, February 1938. 











Vitalizing the Staff Education Program 


By VIRGINIA A. JONES, R.N. 


Assistant Director, National Organization for Public Health Nursing 


How can we make our staff education vital and worth while? 
Here are some specific suggestions of ways to initiate a 
staff education program based on the needs of the nurses 


HE TERM staff education in 
Post health nursing can be in- 

terpreted in its broadest sense to 
mean any efforts made by an agency to 
further the development of its staff 
members. Primarily the agency counts 
such efforts its responsibility because it 


receives returns in better service. In- 
directly—but just as important—statf 
education contributes to the better 


preparation of nurses for public health 
nursing and the growth of nurses as in- 
dividuals. 

Supervision, because its main objec- 
tive is the growth of the nurse, is an 
important part of the staff education 
program. Perhaps more than other 
forms of staff education activity it con- 
tributes directly to the growth of the 
individual staff member—through visits 
with the nurse in the field, through the 
obiective analysis and evaluation of her 
work, and through individual guidance 
and help. However, other benefits ac- 
crue from group activities. It is these 
which are to be discussed here. 

Often such activities have consisted 
only of a program—perhaps lectures or 
conferences within the agency supple- 
mented by university work taken by in- 
dividuals—for the purpose of bringing 
the staff members to the place where 
they can be said to be prepared for 
their jobs (as outlined* in the minimum 





* National Organization for Public Health 
Nursing. ““Minimum Qualifications for Those 


Appointed to Positions in Public Health 
Nursing.” Pusiic HeattH Nursinc, March 
1936. 
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qualifications recommended by the Na- 
tional Organization for Public Health 
Nursing). In this day of better and 
more easily available educational facili- 
ties it is seriously questioned whether 
an agency is justified in taking on its 
staff as permanent members nurses who 
need this patching up of their basic 
preparation. 

In some agencies the staff education 
activities have consisted largely of the 
introduction of the new nurse to the 
field. This is indeed necessary and wise, 
but its content is definitely limited and 
related to the policies, regulations, and 
programs of the specific agency. 

Another type of staff education pro- 
gram is that which the staff members 
initiate and carry on, under guidance, 
for the purpose of continuing their own 


education and furthering their own 
growth. These efforts to carry out a 


plan for continued learning on the job 
if effective—justify agency time and ex- 
pense, in view of the increased and im- 
proved service to the agency and the 
maintenance of a higher quality of pub- 
lic health nursing in general. 

The responsibility for initiating such 
a program will usually fall on the educa- 
tional director or supervisor. It is she 
who must decide upon the best means to 
interest the group in studying its prob- 
lems. It is she who must see that every- 
one participates and that all have a 
chance to apply in actual situations 
what they have learned. 

To the supervisor is presented the 
problem of interesting and stimulating 
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the older nurses at the same time that 
she is meeting the need of the less ex- 
perienced. This is a challenge which 
calls for imagination, leadership, and 
work.* 

Several suggestions of ways to initiate 
a staff education program are given here. 
It is hoped that they will suggest ap- 
proaches which will lead both new and 
experienced staff nurses to recognize the 
need for up-to-date information and a 
re-evaluation of programs and_ pro- 
cedures, and will lead to abundant op- 
portunities for individual and group 
studies and projects to meet the needs, 
interests, and abilities of every nurse in 
the group. It should be emphasized 
that these approaches will be effective 
only as the problem presented represents 
an interest of the group. 

1. The simplest way to determine the 
interests of the group is to ask each in- 
dividual to voice her needs. This 
method, however, is successful only 
when the staff has had enough experi- 
ence to recognize and analyze its prob- 
lems and has the courage and ability to 
express them. 

2. The discussion of an actual family 
study or situation will suggest problems. 
For example: Lucille, a little girl nine 
years of age and one of a family of five, 
has diabetes. The physician has asked 
the nurse to teach the family how t) 
give insulin and supervise the diet. 

A unit of study can be built around 
the questions which arise, such as the 
following: ** 


What information do we need to give the 
mother about diabetes and its treatment? 
What information do we need to know about 
the family? How can we best teach the 
mother ? 


What is the simplest and safest insulin 

* See an editorial and an article by Virginia 
A. Jones in previous issues of Pusiic HEALTH 
Nursinc: “A Staff Education Program Is 
Born,” January 1937, and “What Pattern— 
Staff Education,” April 1937. 

** Some specific suggestions for home super- 
vision of a diabetes patient appear in “A Les- 
son Dramatized,” Pusric HEALTH NURSING, 
January 1938, 
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technique which can be 
and child? 


taught the mother 


What are the individual and family mental 
hygiene problems involved and how can they 
be anticipated and the family taught to meet 
them ? 

What diet can the mother work out within 
the family income? How can it be adapted 
to the family’s needs? 

What health, recreational, and 
educational problems are involved, and how 
can the family be helped to meet them? 


particular 


What community resources are needed and 
what resources are available to help in the 
situation ? 


Summary 


(from record) of family health 


service given in relation to this case 


3. Do the family records of the 
agency give a picture of the family and 
the service rendered—a picture which is 
sufficiently adequate to enable a new 
nurse to carry on effective and unbroken 
health service in the family? What 
are the criteria for analysis of record 
forms to determine whether they con- 
tribute to better recording of necessary 
data and better family health super- 
vision? Do the records of the agency 
promote better family service? 

4. Does the present activity or effi- 
ciency record form for staff members 
give fair criteria for evaluating a nurse’s 
work? What are the principles involved 
in evaluating her work? What is meant 
by the content of a visit? What are the 
factors to be considered in making an 
evaluation of the nurse’s work? How 
can the present activity record forms 
be improved? In what ways may they 
be used? 

5. The agency is to initiate a pro- 
gram of syphilis and gonorrhea control. 
What information do the nurses need 
to have? Are they using all the case- 
finding possibilities? What activities can 
the nursing staff carry on in view of its 
other services? What are the other 
community resources for the control of 
these diseases? What records should be 
kept? 

6. List the mental hygiene and habit- 
training problems each nurse has met 
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in the past week. What information is 
needed to help the mother with these 
problems and how can it best be taught 
to the mother? 

7. What needs are not being met in 
our maternity program? Appraise the 
present program in light of those needs. 
Which of them can we expect to meet 
in view of limited time and personnel? 
In view of the chief cause of maternal 
deaths in the community, which period 
of the maternity cycle (antepartum, de- 
livery, postpartum) needs most empha- 
sis? How can we space antepartum 
and postpartum visits to make them 
most effective? What factors enter into 
the selection of cases for intensive care 
and supervision during each period of 
the maternity cycle? Compare the ma 
ternal death rates of the agency's pa- 
tients and the maternal deaths of the 
community at large. Plan the best 
program for the agency in the light of 
these findings. 

8. Are our procedures, 
and policies up to date? 


techniques, 
What are the 
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criteria for evaluating them? What 
studies have been made? Can we make 
studies in our own organization? Plan 
a‘revision of the agency manual in the 
light of these findings. 

9. How can we use volunteers? What 
services can volunteers perform? How 
should they be selected, trained, and 
supervised? Make a 
for the agency’s board members and 
volunteers.* 


study program 


All of these suggestions call for ac- 
quiring the latest scientific information; 
they also involve analysis and evaluation 
of practices and procedures, and the use 
of the results to improve the service and 
further individual growth. 

An enterprising supervisor and an 
alert staff will find many other prob- 
lems which can be turned into oppor- 
tunities for study and improvement. 


*See “A Training Course for Volunteers in 
the Public Health Nursing Field,” by Evelyn 
K. Davis, Pustic Heattu Nursinc, December 
1937 





CLEARING HOl 


The N.O.P.H.N. is offering to start 
a clearing house in 1938 for all studies 
being undertaken in the field of public 
health nursing that deal with genera! 
principles, policies, procedures, costs, 
and administrative methods. We be- 
lieve this is a service which will help 
agencies or individuals that are planning 
to study community programs, and will 
help us all to avoid duplication of effort. 

An announcement of this service has 
been sent to a comprehens ve list of 
interested organizations, which includes 
other national health, social work, and 
educational agencies, schools of public 
health, and courses in public health 
nursing, 





SE 


FOR STUDIES 


You can assist us in keeping our in- 
formation for this project complete. 
When your agency participates in a 
study, please notify us. If it is simpler, 
send us a copy of the questionnaire 
form used, with any supplementary in- 
formation you may have. The study 
may have been brought to our attention 
previously by others, but we would 
rather check for such a duplication than 
completely overlook a study which we 
should have on our list. 

We plan to list 1937 studies, but none 
that are further back than that. Ad- 
dress information to the National Or- 
ganization for Public Health Nursing, 
50 West 50 Street, New York, N. Y. 











Hazards in the Home 


By JOHN MELPOLDER 


Consultant on Accident Prevention, American National Red Cross 


Following his previous article on the responsibility of 
the nurse for home-accident prevention, the author 
tells what should be the emphases in her teaching 


HAT home-accident hazards 
should receive the major at- 
tention of the nurse? It is 


not enough to know that 38,500 people 
were killed by accident in their homes 
last year and that 170,000 were per- 
manently maimed and crippled. That 
merely indicates how serious the prob- 
lem is. To do effective work in lessen- 
ing these tragic accident tolls, it is es- 
sential that the causes of accident be 
recognized, particularly those that claim 
the greatest number of victims. 


AGES WHEN HOME ACCIDENTS OCCUR 


The largest numbers of home-acci- 
dent victims are among infants, toddlers, 
and children under five years of age, 
and among the aged and infirm over 65 
years of age. The home-accident fatal- 
ity rate is highest among the 65-and- 
over group. It is upwards of 200 per 
100,000 population. The next highest 
accidental death rate is among the 
under-five age group, being approxi- 
mately 50 per 100,000 population. 
That these two extremes in ages repre- 
sent the most danger>us home-accident 
ages is demonstrated by the much lower 
rates for the other age-groups. The 
lowest rate is for the 15-24 age-group, 
being six per 100,000 population, as 
compared with 200 and 50 respectively 
for the aged and for infants. The next 
lowest is less than 9 for the 5-14 age- 
group, followed by less than 13 for the 
25-64 age-group. Obviously, then, the 
family members that nerd major atten- 
tion for accident prevention in the home 
are those who are least able to care for 


165 


themselves, and most dependent upon 
homekeepers for their protection. 


LEADING FATALITY CAUSE 


Practically half of home-accident fa- 
talities are due to falls. Hazards caus- 
ing falls should therefore claim the 
nurse’s first attention. But these haz- 
ards may be extremely dangerous to 
one group of family members while they 
are much less dangerous to others. The 
nurse should consider not only the haz- 
ards themselves, but also the type of 
people who make up the household. 

Of the 19,000 people killed by falls 
in their homes last year, some 12,000, 
or sixty-four percent, were old people, 
65 years of age and over. In families 
where there are elderly people, it is ex- 
tremely important that the nurse be 
concerned about hazards causing falls to 
aged and infirm people. 

Of course, she knows that elderly 
people are less agile. Their vision is 
more likely to be impaired. Their re- 
flexes are slower. They are more easily 
confused. Their bones are more brittle. 
Their vitality is at a lower ebb. A 
child may tumble over an obstacle, pick 
himself up and go about his play, while 
his grandmother would perhaps break 
her hip and die a few days later of 
pneumonia, 

In families, therefore, where old peo- 
ple live the nurse should caution par- 
ticularly against highly polished floors 
with loose rugs, and obstacles in the 
middle of floors, on steps, and in hall- 
ways; also against dark and poorly 
lighted rooms, halls, and _ stairs. She 











Careless or ignorant use of guns causes hundreds of injuries and deaths annually. 


Children should never be 


to the 
necessity of easy and clear passage 
ways from bedroom to bathroom both 
night and day. Falls out of bed and 
from chairs often prove fatal to elderly 
people. Low beds and substantial chairs 
should be provided. 

It may come as a surprise to the 
reader that the bedroom is the most 
dangerous room in the house for fatal 
falls. The chief room for bedside nurs- 
ing is also the chief room for accident 
fatalities from falls! Next to that comes 
the living room; then stairs and 
kitchen; and after them the dining 
room, the bathroom, the yard, and side- 
walks. 

There are other hazards causing falls 
in the home, of course; also, other ages 
that are seriously affected by them. For 
example, the next most dangerous age- 
group for fatal falls is from five to four- 
teen years. More than twice the number 
of children between these ages are 
killed by falls than infants, toddlers, 
and children under five. Five to fourteen 
is the age of great and hazardous activ- 


should call special attention 


allowed to handle 
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firearms without adult supervision 


ity, the age that has not yet learned to 
control and coérdinate its impulses and 
muscular movements. Then, too, many 
homekeepers as well as their children, if 
not killed outright by falls, are severely 
injured and perhaps permanently crip- 
pled by them. 

Tired and nervous women should es- 
pecially be cautioned against climbing 
on chairs, boxes, and tables to hang the 
washing, curtains, or pictures, and to 
reach high shelves in closets: against 
going up and down stairs with arms 
loaded; and against allowing them- 
selves to become so physically and 
mentally exhausted that they do not 
sense dangers in their own and their chil- 
dren’s home activities. This applies to 
husbands and fathers as well as to wives 
and mothers. 

The American Red Cross check list 
for common hazards in the home pays 
first attention to hazards causing falls. 


Are floors and stairways kept clear? Are 
they in good repair? Are they well lighted? 
Are they secure from slipping? Are loose 














injured or even killed. Children 


rugs anchored? Do porches and balconies 
have railings? Have they solid 
foundations? Have they level floors? Is 
screening secure? Is there a substantial step- 
ladder in the home? 


secure 


BURNS AND SCALDS 


While almost three times the number 
of people were killed in and about their 
homes by falls as by burns and scalds, 
still the total of approximately 7000 
home deaths by burns and scalds last 
These are 
perhaps the most painful of all acci- 
dental deaths. Conflagrations  con- 
tribute only a small part to this appal- 
ling picture. Most of these accidents 
happen in the ordinary conduct of the 
daily home life. 

More than one third of all fatalities 
from burns and scalds occur in infants 
and children under five years of age. 
Most of the deaths from scalds happen 
to children in that age-group. Playing 
is the major activity responsible for 
these fatalities. Playing with matches 
and fires is the chief hazard causing 
fatal burns to young children. Pulling 


year was serious enough. 


Cutting and piercing instruments are a hazard to young children causing many to be 
should be given only scissors 





with blunt edges 


containing hot 
falling into pails or tubs of 
water—these are the chief causes of 
scalds to infants and toddlers. 

The most dangerous room in the 
house for burns and scalds, of course, 
is the kitchen. In fact, almost two 
thirds of these accidents happen there. 
Next the living room; then, 
strangely enough again, the bedroom; 
after which come in the order named, 
the bathroom, the dining room, the 
basement, and the attic. 

Again, the nurse’s attention should be 
centered on the home manager. Is she 
mentally alert to these serious hazards so 
closely associated with her housekeeping 
activities, and so dangerous—especially 
to her infants and toddlers? Or are her 
mental faculties dulled by illness or 
fatigue so that such accidents are bound 
to happen? Should she not be told that 
it might be better to leave certain haz- 
ardous household duties undone, at 
least until she is more equal to them? 

There are, of course, many things to 
be done by the husband and father to 


utensils 


over liquids, 


boiling 


comes 
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make the home a safer home for his 
wife and children, As there are repairs 
to be made to prevent falls, so there are 
hazardous conditions in the home caus- 
ing fires and burns that require his per- 
sonal attention. The American Red Cross 
asks such questions as these of both wife 
and husband: 


Are matches kept out of reach of chil- 
dren? Is the fireplace properly screened ? 
Are handles of pots turned in on stoves? 
Has the chimney been cleaned recently ? 
Are trash, rubbish, and oily rags promptly 
disposed of? Do you start fires with kero- 
sene? Do you clean garments with in 
flammable fluids near the fire or pilot light 
of the gas range? Do you smoke in bed? 


FOOD AND DRUG POISONINGS 


Approximately 2000 people were 
killed by food and drug poisonings in 
their homes last year. As with burns 
and scalds, infants and children under 
five years of age were the chief victims, 
accounting for about 700, or for one 
third, of the total accidental deaths from 
poisoning by food or medicine. 

Here again, as with the bedroom, 
there are accident causes which relate 
themselves closely to the professional as 
well as personal interests of the nurse. 
While of course she does not supervise 
the selection, preparation, and protec- 
tion of the family’s food, it is possible 
to point out the dangers that lurk in 
ignorance or carelessness regarding food, 
on the part of the homekeeper. An as- 
tonishing faith is shown by members 
of a family when they partake of food 
and drink prepared by a cook of whose 
health and habits little is known. 

But related even more directly to the 
nurse’s professional interest is the mat- 
ter of drugs and poisons of various 
kinds that are positive household 
dangers, especially to inquisitive chil- 
dren and confused adults. While of 
course the nurse does what she can to 
counteract the practice of self-medica- 
tion, there are few families who do not 
have poisons stored somewhere in the 
house—and not infrequently where they 
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are within easy reach of venturesome 
children, or may be mistaken by con- 
fused adults for some other household 
remedy. 

Nothing is more intriguing to a child 
than dangerous things in bottles or little 
boxes that he may not touch, eat, or 
drink. 

Dangerous also to an adult are 
poisonous drugs which may be acci- 
dentally taken during an emergency that 
upsets him, especially in the middle of 
the night when he is not wholly awake 
or keenly alert. It is important, there- 
fore, that homekeepers be prevailed 
upon by the nurse to engage in as little 
self-medication as possible, to store 
poisonous drugs safely out of reach of 
little children, and to stick pins in boxes 

or corks—or tie little bells on bottles 
containing poisons so they may not be 
mistaken for other medicines. It is also 
important that poisons to kill rodents 
and insects shall not be strewn about 
where creeping and toddling children 
can handle, taste, and swallow them. 
As for foods, the nurse should advise 
homekeepers to protect them from flies 
and dust, and to keep perishable foods 
cool. 


POISONOUS GAS 


Nearly 1000 people were killed last 
year in their homes by absorption of 
poisonous gas. About 600 of these were 
in the age-group of 25-64 years, and 
250 in the 65-years-and-over group. 
Fatalities from gas poisoning are caused 
mostly by furnaces, coal stoves, gas 
ranges and heaters, and gasoline en- 
gines—including those of automobiles. 

Defective stove or furnace-pipe con- 
nections, closing of dampers, leaking 
gas pipes, loose gas cocks, gas connec- 
tions with flexible tubing (and leaking 
tubing at that), unvented gas heaters, 
closed basements and garages with gaso- 
line engines running, unventilated rooms 
—all these and other dangers of this 
sort were largely responsible for the fa- 
talities from gas poisoning. 
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Gas poisoning, unlike most home ac- 
cidents, is insidious. It may destroy 
people while they are asleep. The nurse 
knows that there are people who espe- 
cially during the winter months, live 
shut-in lives and may be affected by 
gas poisoning in small doses. On the 
whole, however, it is a less serious home- 
accident hazard than falls or burns, in 
that it does not cripple people for life. 
Usually they are either killed by gas 
poisoning or recover from its effect. 
The public health nurse, as she steps 
out of the fresh air into the gas-filled 
home, will of course detect it at once. 
She knows what to do in such circum- 
stances insofar as ventilating the home 
is concerned. She will also see to it that 
the cause is ascertained and corrected. 
But she will do even more than that. 
She will also try to remove the family’s 
prejudices and superstitions about fresh 
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A pan of boiling food within reach of 
a child is an invitation to accident 


air and drafts. And she may caution 
against the danger of looking for gas 
leaks with lighted matches or candles, 
and against letting the gasoline engine 
run in the basement or garage while 
doors and windows are closed. 
MECHANICAL SUFFOCATION 

Mechanical suffocation claimed an- 
other 1000 home-accident victims last 
year, 900 of whom were infants. This 
is a particularly dangerous hazard to 
which babies under one year are ex- 
posed. They are accidental deaths 
caused chiefly by the smothering of 
babies a few weeks old by bed clothing. 
These deaths furnish a tragic demonstra- 
tion of the great need in every home for 
what the nurse can teach in the proper 
care and handling of newborn babes. As 
for the creepers and toddlers, they 
will put all sorts of tiny things in their 
mouths that are within reach or that 
they find lying about on the floors. 
These small things, such as pins, but- 
tons, and marbles, are too well known 
by the nurse to be listed here. It is an- 
other evidence of the need for eternal 
vigilance, especially where little children 
are about. 
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There remain a miscellaneous group 
of home-accident fatalities that ac- 
counted in the aggregate last year for 
almost 9000 accidental deaths. These 
include deaths due to cutting and pierc- 
ing instruments, electric currents, fire- 
arms, drowning, animal pets, and by 
many other home hazards too numerous 
to specify here. 

Accidental deaths due to injuries by 
cutting and piercing instruments again 
are evidences of neglect of ordinary pre- 
cautions. Quite often back of them is 
an impaired physical and mental condi- 
tion of the homekeeper. Sharp knives 
and hatchets, toys with sharp points and 
edges, forks and scissors, jagged edges 
of tin cans, broken dishes and glass— 
all of these may cut or pierce, maim or 
kill, and especially prove a hazard to 
young children. 

As for electric currents, these are most 
dangerous and deadly because their haz- 
ards are not visible. It is important to 
see that all wiring is properly insulated, 
that switches are at safe locations, that 
all appliances are shock proof, and that 
children are fully protected from these 
death-dealing currents. House pets also 
may be extremely dangerous at times, 
causing serious injury and death. 


DEATH FROM FIREARMS AND DROWNINGS 


There are two types of home-accident 
fatalities the occurrence of which seems 
almost incomprehensible. These are 
killing by firearms kept at home, and 
drownings at home. Many of these 
victims, of course, are again young 
children. 


Are firearms kept unloaded and out of 
reach of children? Are pails and tubs of 


water guarded while little toddlers are 
about? 


The public health nurse, both in her 
home visits and in her group-instruction 
courses, has exceptional opportunities to 
serve the cause of home-accident pre- 
vention. Because of her professional 
knowledge and skill she can do this 
more effectively than any other person. 
She can judge how far to go in making 
her patients and the members of their 
families accident-conscious without at 
the same time having them become mor- 
bidly concerned about accident dangers. 
She can help them to maintain healthy 
and sane attitudes toward problems that 
involve safety to themselves and others 
in and about their homes. 

Many factors are involved in the 
causes of home-accident hazards, but 
predominantly they are physical and 
emotional disabilities and handicaps of 
homekeepers. The public health nurse 
has learned how to deal with them ef- 
fectively in the promotion of health. 
She can produce the same desired re- 
sults in accident prevention. Most of 
all, she can instruct mothers how to pre- 
vent accidents to their helpless babies 
and venturesome toddlers, and also, of 
course, to the aged and infirm who must 
largely depend upon others in the house- 
hold to protect them from accident 
hazards. 

Note: For the statistical data included in 
this article, see statistical studies published in 
Accident Facts, National Safety Council, 
Chicago, Illinois, 1937. 

See also “The Prevention of Home Acci 
dents,” by John Melpolder, Pusric Heattu 
NursincG, February 1928. 

The pictures used to illustrate this article 
are by courtesy of the American Red Cross. 














Needs of the Physically Handicapped Child 


By MARY E. BORETZ 


Executive Director, Foster Home Bureau, Hebrew Sheltering Guardian Society, 
New York, New York 


The development of the handicapped child toward 
maximum self-help, both physical and social, should 
be the objective of all those who work in his behalf 


dealing with physically handicapped 

children that a human being is a 
psychobiological entity and that there 
is a never-ending interplay between so- 
cial, emotional, and physical factors. 
Although the physical needs of the child 
and proper medical attention are of 
fundamental importance, a program for 
physically handicapped children is not 
fully effective without the concomitant 
use of case-work knowledge. The prac- 
tices in this regard will vary in different 
places. In some communities the pub- 
lic health nurse will be the only person 
entering the home; in others, there may 
be available public health nursing and 
highly specialized case-work services. 
In any event, the contribution of case 
work to the program is an important 
part of the equipment and education of 
the public health nurse. Although there 
may be a division whereby some of us 
concentrate on the physical and others 
the psychological and social needs, the 
program must be a unified one. 

Many handicapped children will prob- 
ably need long-time expert attention of 
a physical kind—such as_ bandages, 
braces, and injections. The family 
often turns to the public health nurse, 
the only professional person with whom 
they will have a continuing contact, for 
the rapid recovery toward as much self- 
help as the child can attain. It becomes 
increasingly apparent that self-help will 
not be effected unless those dealing with 
the situation are equipped to handle 
questions of education, attitudes toward 


[: IS IMPORTANT to remember in 


invalidism, the reaction on other people 
in the household, the attitude of parent 
to child. Only through such avenues 
can the child’s interest be aroused in 
latent, unused capacities to compensate 
for the permanent handicap—which 
need not be permanent invalidism if 
handled from the standpoint of social 
as well as medical needs. Many of 
these children, with the proper help and 
understanding, can be carried through 
to maximum self-maintenance, both so- 
cial and physical, in their own homes. 
Some will need hospitalization or foster 
care for all or part of the treatment 
period because of lack of facilities or 
social inadequacy of their own homes. 
Whether at home, in the hospital, or in 
the foster home, the treatment should be 
basically the same—a concomitant pro- 
gram of social case work and medical 
services. 

Since we believe that both these types 
of service can be put in operation in any 
of the above settings, the experience of 
the Foster Home Bureau with a con- 
siderable number of children cared for 
in foster homes will, we believe, be of 
value to those who deal with similar 
problems of children in their own homes 
and in hospitals. In each community— 
depending on its facilities—the public 
health nurse along with other agencies 
can decide on their respective share of 
participation in each service. The im- 
portant thing is that whether it be vested 
in one person or several, case-work 
knowledge shall be available for the 
fullest development of the child. 
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Four hundred of the 1700 children 
under the care of the Foster Home Bu- 
reau during the current year had some 
form of chronic physical handicap— 
childhood type of tuberculosis, arrested 
pulmonary tuberculosis, diabetes, asth- 
ma, cardiac conditions, skin diseases, 
poliomyelitis and other crippling ail- 
ments, ear infections, endocrine condi- 
tions, hypertension. This experience 
may help to illustrate how teamwork or 
orchestrated planning can work toward 
the ultimate advantage not only of the 
individual but of those about him. In 
our agency a social case worker starts 
with a primary recognition of the physi- 
cal need. Changes in medical plans can 
and often are made through consulta- 
tion with the physician and agencies 
concerned, taking into consideration im- 
portant values in relation to the physical 
and social needs. Our approach to chil- 
dren is that the growing-up process is 
accompanied by natural difficulties, 
magnified by the experience of being set 
apart through difficult relationships in 
the home, separation of the child from 
his own people, and a physical handicap 
which does not permit him to partici- 
pate productively with other children in 
their activities. In the handicapped 
child the difficulties are likely to be in 
all areas—physical, social, and emo- 
tional. 

Perhaps the experience of Sam, who 
came to us with a severe case of diabetes, 
and Rose, suffering from chorea, will 
best illustrate the interplay of factors 
and their use in helping physically 
handicapped children. 


A DIABETIC CHILD 


Sam had diabetes from the age of 
eight and a half, and by the age of 
eleven he dominated his entire environ- 
ment. He ruled the hospital clinic, 
which he attended. He bullied his sis- 
ters and brothers and his very bewil- 
dered parents. After all, he had quite 
a whip in his hand. He could go into 
a coma. This does not imply that his 
diabetes was not real. It was. The 
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clinic felt that his life could not pos- 
sibly be saved unless he were removed 
from this environment. Starting with a 
physical ailment having such portentous 
symptoms, the child who could hardly 
be expected to relish continuous injec- 
tions of insulin, and persistent denial of 
candy, sweets, and all the things that 
children like, how could he help 
threatening his whole environment in 
order to get such little satisfaction as 
still remained for him? 

Sam was receiving excellent health 
supervision at the clinic and from a 
visiting nurse. He was placed with a 
woman who had taken care of diabetics 
before. She had unusual devices which 
she used. Sam received the same food 
as her family, prepared differently. In 
this way he lost some of the sense of 
difference. When the family had 
peaches stewed, so did the boy, but his 
were without syrup. So, with his physi- 
cal supervision safeguarded by physi- 
cian, nurse, and foster mother, the social 
worker could be left to play an entirely 
different role in the child’s life. She 
could approach him as a_ potentially 
healthy child wanting approval and 
satisfaction. This acceptance as a nor- 
mal individual by at least one person 
in his life was a real growth experience 
for Sam. He by no means ceased to 
be difficult but there was a marked in- 
crease in his positive responses. At 
first he stayed home from school to 
watch the foster mother prepare his 
food. At the same time, he was break- 
ing the dietary regimen on the outside. 
Now he codperates in following the 
dietary regimen and takes his insulin 
fairly regularly. He wants to be well 
enough to continue his piano lessons, at- 
tend Boy Scout activities, and partici- 
pate in outdoor play with other children. 
His school progress is very good. 

Difficult as was this task, it was not 
the whole of it. On Sam’s Sunday visits 
to his own home, the program labor- 
iously built up for him was upset and 
much of the work lost. The case worker 
made efforts—which were not success- 
ful—to have the family understand the 
direction in which we all were going. 
With their help, it would have been 
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much easier. Nevertheless, today after 
four years, the boy finds his own rea- 
sons for enjoying the constructive possi- 
bilties within his life and finds the limi- 
tations of his diet far less difficult than 
it seemed at the beginning. During the 
four years of care, he has been in a 
coma but once, in marked contrast with 
his experience at home. 


A CHILD WITH CHOREA 


Significant also are the developments 
in the case of Rose, the choreic child 
of an irresponsible and disinterested 
mother. 


Rose had a recurrence of chorea six 
weeks after she had been placed in a 
foster home for care. She was recom- 
mended for hospitalization mainly be- 
cause she needed absolute rest in bed 
for a long time and a great deal of in- 
dividual attention which the Foster 
Home Bureau and the somewhat fear- 
ful foster mother, with no experience 
and no medical knowledge, thought 
could not be given at home. When the 
hospital rejected the child, there was at 
the moment no other place for her but 
the foster home in which she had been 
living with her sister. We learned 
much of value about the treatment of 
chorea in a foster home. When upon 
her return from the hospital, the sick 
child said, “Aunty, I have come back 
to you,” the foster mother was heart- 
ened. She somehow felt that with the 
help and direction of the Foster Home 
Bureau, a way could be found to meet 
the child’s needs. 

Rose remained in bed for ten months. 
For a time, the public health nurse 
visited the home daily, teaching the 
foster mother how to bathe the child 
in bed. The nurse carefully reviewed 
the recommendations for diet. The 
doctor made periodic visits. Rose fa- 
tigued easily; even eating was enervat- 
ing. The doctor ordered more frequent 
feeding and less food at any one time. 
Cool food was not appetizing, so 
“Aunty” kept food warm on the stove 
and gave Rose just a little at a time— 
as much as her shaky hand could man- 
age, 
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What else did foster-home care have 
to offer Rose? She had a back-yard 
where she could be propped up in a 
deck chair. Her younger sister could 
live with her. Other children could 
come and spend some time with this 
bedridden little patient. Her own pos- 
sessions were ranged about her. One 
day the worker found her sitting with a 
line stretched between two chairs hang- 
ing clothes “just like Aunty.” The case 
worker’s job was to quiet the foster 
mother’s fears at undertaking the se- 
rious job, to see that the sister did not 
feel discriminated against by all the 
extra attention given Rose, and finally, 
to see to it that being a patient would 
not become so attractive to Rose that 
she would court chronic invalidism- 
although the activities of well children, 
running, skipping rope, and_ playing, 
were too enticing to be overlooked. The 
case worker was on the alert to prevent, 
on the one hand, rejection of the well 
sister, and on the other, chronic invalid- 
ism of the choreic child. 


SOCIAL IMPLICATIONS IMPORTANT 


There are special social implications 
in many cases of asthma in children. 
Some very real successes have been at- 
tained through the meticulous follow- 
ing of medical recommendations. There 
are other children who have been able to 
profit only by change in, or removal 
from, the socially-sick environment in 
their own homes. 

The emotional implications of skin 
disease are exceedingly serious. The 
child carries with him openly the mark 
of his disease. What we can do to off- 
set the open rejection by adults, who in 
turn implant fear of contagion in the 
minds of other children, is limited at 
best. Understanding and the offering 
of a real relationship and compensatory 
activities are, however, worth while. One 
child suffering from an extremely severe 
case of psoriasis which has necessitated 
periodic hospitalization even in adult- 
hood is, nevertheless, living a useful 
though not entirely happy life in the 
community. He was given the most 
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that could be offered in affection and 
positive, sustained interest by the case 
worker. The feeling that through the 
years he had an established relationship 
with someone in this agency has, we be- 
lieve, contributed to such happiness and 
health as he has. The case worker can- 
not, of course, control the adverse re- 
actions to him of those outside his foster 
home, nor is she responsible for innate 
personal sensitivities. But some of the 
pain can be mitigated through right 
understanding. 

A number of children with the after 
effects of poliomyelitis and other crip- 
pling conditions have come to the Foster 
Home Bureau for care. Many of them 
have been reclaimed through modern 
orthopedic surgery and orthopedic ap- 
pliances. These are available to all our 
children who need them, through the 
close codperation of hospitals in the 
city. While toward the child with skin 
disease there is a recoiling, for the 
crippled child there is, contrariwise, an 
active desire to protect and to help. 
When carried too far, this attitude has 
its own stultifying effect. One seriously 
crippled boy with long hospitalization 
prior to placement had been cons‘dered 
a particularly helpless child. At ten 
years of age, he was unaware of the 
implications of his handicap. The 
worker on her part was unwilling to 
accept these implications. Although he 
would be permanently crippled, he need 
not be permanently handicapped. Be- 
tween his own dogged persistence and 
the support of the case worker he is 
today a very satisfactorily functioning 
adult with, as far as we can measure, 
no sense of either physical or social in- 
feriority. 


ROBERT HAD RHEUMATIC FEVER 


Robert had been cared for by his own 
mother until rheumatic fever left him 
with a heart condition. His case was 
further complicated by chorea. He 
wished to remain with his mother but 
she was neither willing to care for him 


herself nor could she codperate in his 
care by a foster mother. She was con- 
stantly forcing hospitalization. With 
the passing of the acute stage each time, 
the hospital itself recommended foster- 
home placement, stressing the chronic 
nature of his condition and his need for 
very individual, personal attention. After 
several replacements in homes, when the 
child was again ready for discharge from 
the hospital, the worker faced the 
mother with our decision to make this 
the final effort at placement in a foster 
home, 

A foster mother was chosen who had 
confidence in her own ability to handle 
situations of this kind. The mother ac- 
cepts from the foster mother, older than 
herself, a certain amount of discipline 
in the relationship. She sees the social 
worker less frequently, but uses this re- 
lationship for expression of her hos- 
tility. The child, however, senses a 
certain security in this home. The 
foster mother did not threaten his rela- 
tionship with his mother of whom he 
was very fond. While the child was 
bedridden, a visiting teacher was sup- 
plied by the board of education and by 
the agency for vocational therapy. The 
child has been in this home for a year 
and a half. He has gained twenty 
pounds. He has lived through two 
winters with no recurrence of infection 
and has just been recommended for at- 
tendance in a public school. 


PARENTAL EDUCATION ESSENTIAL 


It is obvious that this child repre- 
sents extreme handicaps. All the impli- 
cations of this treatment in the foster 
home would be, naturally, the same for 
a child suffering with heart condition 
who was in his own home. The need to 
help the mother recognize and overcome 
some of her own fears in order to en- 
courage the largest possible degree of 
self-help in the child would be just as 
much indicated in his own home. 

Those of us working with children 
know that one cannot help children with- 
out giving a great deal of attention to 
the adults who are in daily contact with 
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them. Our role of educator of adults 
to the point of their acceptance of new 
attitudes toward children is perhaps 
more important than our direct work 
with children. It is true that there are 
many children whom we must help 
without the codperation of their parents, 
but for most children help is impossible 
without understanding on the part of 
adults, and many parents are more than 
ready to receive such help when prop- 
erly offered. 

There is a special responsibility on 
the part of the public health nurse, when 
she is the only professional contact of 
the family, to plan treatment which 
shall encompass the whole child. There 
may be joint responsibility between the 
public health nurse and a social case 
worker. Just who will carry out the 
plan will depend on the community in 
which the nurse finds herself. In any 
event, the plan must include more than 
—as one nurse puts it—‘‘the clean point 
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of the hypodermic needle, or the dis 
charging hip.” 

The function of the nurse is more 
readily accepted by the public and the 
family than that of the social worker. 
While respecting the nurse’s role in re- 
lation to the physical needs, it is im- 
portant not to let preoccupation with 
the immediate physical condition blind 
us to the fact its cure may sometimes 
force the child to other forms of help- 
lessness. What we hope is that the re- 
lationship of the nurse with the child 
and family will be further used for the 
exploration and understanding of the 
broader factors illustrated above, and 
toward consistent planning in behalf of 
the better whole development of the 
child. 





Note: The illustrative material used her 
was previously used in an article by the 
author, ‘Care of Chronically II] Children,” 
Part I, “The Foster Home Approach,” Better 
Times, June 7, 1937. 


The Call Slip 


HIS FORM is used widely by pub- 
lic health nursing organizations 
offering care to the sick, for making a 
record of calls for a nurse. It can be 
used to advantage also by official 
agencies rendering public health nursing 
service. Usually the form is printed, 
with provision for entering the essential 
facts relative to requests for service. 
Obviously, to “fill the order,” the nurse 
needs to know the name of the indi- 
vidual who wants her; his address— 
street, house number, and apartment 
number, or if not in the city, other de- 
tails as to how to locate his home; why 
he needs the service; the physician’s 
name, address, and telephone number, 
if one is on the case; and who is making 
the request for a nurse. 
Another question needs to be an- 
swered for each call: Is it a call for 
service to a new case or to a case which 


has received nursing care previously? 
This information assists in locating the 
record if service has been given previ- 
ously, or indicates that none has been 
given and that no further information is 
available for reference. 

In addition to the above facts, the 
following items are also included: 


Call taken by 
Date 

Time 

Visited by 
Date 


Although the nurse could make her 
call without these details, they are of 
value for administrative purposes. Con- 
sider the “time” of the call. Why should 
it be entered? These records will give 
an index of the period during official 
hours when the bulk of calls is received, 
and from a study of the slips, the neces- 
sary arrangements can be made for 
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handling telephone calls for nursing ser- 
vice. For example, a clerk may be as- 
signed exclusively to this duty from 
8:30 till 12:00 am. If it is found that 
most calls come in prior to ten o'clock, 
a more efficient arrangement for her 
time after 10:00 may be made. Or a 
complaint may be made that a nurse did 
not come on the day when she was re- 
quested. Since these slips are usually 
retained for three months and are filed 
by date, they are readily accessible. 
Reference to the slip covering the call 
in question may indicate that the call 
was received too late and had to 
postponed until the following day. 

Provision for entering on the slip not 
only “visited by” but for those not vis- 
ited, “referred to” or “other” disposi- 
tion makes it possible to use the slip as 
a permanent record of requests for nurs- 
ing service which the given organization 
has not met. An analysis of such calls 
will show the nature and extent of such 
unmet requests. The results will be 
concrete evidence of services which are 
needed or should be expanded, and will 
be useful in planning for changes in 
agency program to meet those needs. 

The form is useful also as a per- 
manent record of service which is ter- 
minated on the first call. It may serve 
as the only record needed for the limited 
service rendered on such calls. 

Since different types of public health 


be 


GUIDE POST FOR 


The minimum essentials in the diet of 
the young child are outlined on page 
137. 

The problems of the adult who is 
hard-of-hearing and what can be done 
to help him are discussed on page 148. 

An article on infantile paralysis which 
the lay person as well as the nurse will 
find helpful appears on page 142. 

Common hazards which cause home 
accidents are described on page 165. 

How will the Social Security Act 
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nursing agencies will want to use this 
form for one or all of the purposes out- 
lined, suggested items are listed below 
for use by a private agency and a public 
agency. The size of slip used varies 
considerably, but it is an advantage to 


make it 3x5 and arranged so _ that 
standard files can be used. 
Private public health nursing agency 
Name 
Address 
District 
Floor code or directions 
Diagnosis 
Orders 
Physician 
Address 
Telephone number 
Reported by 
Call taken by 
Date Time 
Visited by 
Date 
Case: Old—New—Active 
Health department 
Name 
Address 
District 
Directions 
Reason for call 
Information given 
Physician 
Address 
Telephone number 
Informant: Name 
Address 
Call taken by 
Date Time 
Disposition: Visited by 
Referred to 
Other 
Date 
Case: Old—New—Active 
A.J. M. 
BOARD MEMBERS 
affect American families? A compre- 


hensive discussion of this question is 
found on page 151. 

What do we mean by “occupational 
diseases”? Their significance in indus- 
try and the nurse’s part in their control 
are discussed on page 158. 

Some of the manifold problems of the 
physically handicapped child and the 
approach that is necessary to meet his 
needs intelligently are described on 
page 171. 




















A Congenital Syphilis Clinic 
Meets the Needs of the Patient 


By ISRAEL P. MERANSKI, M.D. 


Clinic Physician, Bureau of Venereal Diseases, City Health Department, Baltimore, Maryland 


This congenital syphilis clinic is solving the problem 
of keeping patients under treatment by friendliness and 
by the elimination of common obstacles to attendance 


CLINIC for the diagnosis and 
treatment of congenital syphilis 
was inaugurated in May 1937 


by the Health Department of the city 
of Baltimore, as a part of the Bureau 
of Venereal Diseases. The need for such 
a service was indicated by the fact that 
although three hospitals in Baltimore 
were providing this type of work in their 
out-patient departments, there were 
children suffering from this disease who 
were either receiving no treatment at all, 
or whose visits to these dispensaries 
were of such desultory nature that the 
treatment was of little or no value. 

In making plans for the health de- 
partment clinic, great consideration was 
given to ways of obviating the com- 
monest obstacles to regular and con- 
tinued attendance. The attitude of the 
physician in charge of the clinic is that 
both from the standpoint of the public 
health and that of the individual pa- 
tient, the innocent victims of this dis- 
ease must receive this very necessary 
treatment. Every effort, therefore, has 
been made to render the clinic and its 
service as accessible as possible to its 
patients. The chief causes for clinic de- 
linquency were the problem of trans- 
portation to the clinic for the weekly 
visit, the inability of the parents to pay 
the small fee which is usually required 
at the hospital out-patient dispensaries, 
and an apathetic attitude toward the 
problem on the part of some of the indi- 
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viduals responsible for the health and 
welfare of the afflicted children. 

The new clinic is located near the 
center of the district containing the 
largest Negro population (most of our 
patients are Negro) and within walking 
distance of many of the patients. It is 
in the same building with a health de- 
partment antepartum clinic and adult 
venereal disease clinic. In order to re- 
duce the number of trips to the clinic, 
any mother who is bringing a child may 
receive treatment herself, if necessary, at 
the same time as her baby. The attend- 
ing physician, continuing the same idea, 
has developed a broader advisory service 
which includes directions for infant feed- 
ing and the treatment of those minor 
ailments which do not require hospital 
care. No fee is asked. 

The work of the social investigator is 
important indeed. She is a Negro nurse 
with special training in social work, 
taken from the health department staff. 
It is she who finds the cases, visits them 
in their homes, interprets to the parents 
the necessity for observation and treat- 
ment, greets the patients as they enter 
the clinic, and records the histories for 
the physician on clinic days. In rare 
instances—but this for obvious reasons 
is not encouraged—she transports a few 
children to and from the clinic when for 
some reason the guardians are not able 
to come with them. 

We might now turn to the question of 
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how our cases are found. The greatest 
source is our own health department file. 
At the Bureau of Venereal Diseases is a 
file of cards which are captioned “Moth- 
er and Child Syphilitic History.” This 
file contains the history of every mother 
who has been known to have had syph- 
ilis at any time. Each patient’s card 
shows the amount of treatment she her- 
self has had; a record of her pregnancies 
and the results of these pregnancies; 
whether the blood tests have been done 
on her living children, and the results of 
these tests if they have been done. Chil- 
dren so located are then followed up by 
the social investigator and if any or all 
of them need observation or treatment, 
they are brought to the congenital syph- 
ilis clinic. Moreover, every patient who 
is attending a health department ante- 
partum clinic receives a serodiagnostic 
test on her first visit. If she is found 
to have syphilis her children, if any, are 
at once examined in our clinic, and she 
herself is referred to one of the adult 
clinics. 

Other cases are delinquent patients 
from the hospital dispensaries, who live 
near our clinic; children of mothers at- 
tending the adult clinics who have been 
delivered privately; children of all 
blood-positive adults, male or female, 
who are being treated at the adult 
clinics; and suspicious cases who have 
not been registered at any clinic or hos- 
pital, who might come to the notice of 
the public health nurses or social 
workers. 


A MOTHER AND BABY AT THE CLINIC 


Let us follow a mother with her new 
baby as she enters the clinic. The child 
is six weeks old and the mother is com- 
ing to the clinic as she has been advised. 
She is greeted by the social investigator 
whom she probably has already met. 
The child is weighed while the mother 
gives the history. Then she and her 
baby are called into another room to see 
the clinic physician. He takes any 
further history which may be necessary, 
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examines the baby in the presence of the 
mother, and advises her on feeding or 
any other problem which is present. The 
mother then returns to the waiting room, 
leaving the child in the arms of a nurse. 
Blood is then taken for a test and the 
child is taken back to its mother by the 
nurse, who instructs the mother to re- 
turn with the baby the following week. 
If the test proves negative, then the 
baby returns at the age of six months. 
If the test is positive, another test is 
done the following week and if the sec- 
ond report is positive, treatment is usu- 
ally begun and the mother fully informed 
as to the necessity for long and unin- 
terrupted therapy. As noted above, if 
the mother needs examination or treat- 
ment this is done at the same visit. In 
reality there is a routine pediatric ser- 
vice given to all cases coming to this 
special clinic for congenital syphilis. 


OLDER CHILDREN COME ALONE 


It is gratifying to observe how many 
of the older children who are able to 
come alone attend regularly. They seem 
quite at home and leave the treatment 
room without a tear or grimace. Every 
effort is made by the nurses and the 
attending physician to become person- 
ally friendly with these young people, 
to call them by name, and to show 
genuine interest in their progress. The 
treatment is of necessity associated with 
some pain and it is felt that any effort 
to make the child’s burden lighter is 
well worth while. 

The number of cases seen at the clinic 
has steadily increased since its origin. It 
began with one very modest clinic each 
week and now there is work enough for 
two busy sessions on successive days in 
every week. Of course, ideally there 
should be no congenital syphilis but 
until the time comes when all pregnant 
women receive blood tests early in preg- 
nancy and all syphilitic mothers are ade- 
quately treated before the birth of their 
offspring there will be need of some such 
service as has been described. 

















i a Oe Sh le ee a ee eee 


— 
wf 





¥ 


er ef 


= 





New Visual Aids to Teaching 


NIQUE and interesting contributions to visual education have been made 

recently in two fields. A set of charts giving the story of tuberculosis through 
the new Isotype method of picture language has been prepared by the National 
Tuberculosis Association. Also, three motion-picture films on pneumonia control 
have been released—one by the Metropolitan Life Insurance Company, and two 
by the New York State Department of Health. Except for one film, which is 
intended for professional use, these health education materials are all prepared for 
lay groups. Public health nurses will welcome with enthusiasm these new and 
valuable aids to the prevention and control of tuberculosis and pneumonia. 


TUBERCULOSIS IN ISOTYPE 





Tuberculosis Spreads in the Household + 


A sick boorder carries tuberculows into c hea 


Twenty colorful charts which ff 
have been prepared by the Na- 
tional Tuberculosis Association 
tell the most essential facts about 
tuberculosis through the use of the 
Isotype symbols invented by Dr. 
Otto Neurath. Isotype is a new 
form of visual education which 
tells a story by the use of easily 
understood symbols. The word 
Isotype means “always the same 
symbols,” and it is this use of the 
same symbols in different com- 
binations which makes for sim- 
plicity and clarity. The set of 
charts—which are lithographed on 
heavy paper, each 24 by 36 inches 
in size—sells for $2 and is avail- 
able from state and local tubercu- 
losis associations. The charts are 
accompanied by a_ descriptive 
manual suggesting ways to use 


One year later 





Ten years loter 








them to best advantage. They heahley 

should prove valuable health edu- OD isied mt pring Geel 

cation materials for schools, OH hace 

health departments, public health Ws seroatng germ of 
hursing associations, and other le : 








health agencies. The subject 
matter of the charts is indicated by 
their names—for example, ‘“Tubercu- 
losis spreads in the household,” “How 


tuberculosis develops in the lung,” “Can 
you tell who has tuberculosis?” “Rest 
heals tuberculosis,” “Artificial lung rest.” 
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PNEUMONIA FILMS 


Three new sound motion pictures on 
pneumonia—two designed for lay peo- 
ple and one for professional groups— 
have been prepared as a part of the cam- 
paign to reduce preventable deaths from 
this disease. 

The dramatic story of the struggle to 
save the life of a young mother with 
pneumonia is told in “A New Day,” a 
one-reel picture made by the Metropoli- 
tan Life Insurance Company. This pic- 
ture, which is skillfully produced—fea- 
turing Gilbert Emery, Hollywood actor— 
is an example of the value of using pro- 
fessional dramatic talent in educational 
films. It has strong human appeal, and 
holds the audience from beginning to 
end. It does not attempt a comprehen- 
sive treatment of the subject, but em- 
phasizes two points: the importance of 
early medical care, and the value of 
serum treatment for those types of 
pneumonia for which serum is available. 
The picture, which had its first showing 
at Radio City Music Hall in New York 
City, is available to any motion picture 
theater without rental or transportation 
charge.* Organizations may request 
their local theaters to show the film as 
a “short,” as a part of the regular pro- 
gram. The running time is twelve min- 
utes. An exhibitors’ press book is avail- 
able, with suggestions for publicizing the 
film. After completing the circuit of 
first-run motion picture houses it will 
later be available for showing before 
other groups. ’ 

The other two films, “Pneumonia 
Nursing—Half the Battle” and “Tech- 
nical Aspects of the Intravenous Serum 
Treatment of Pneumonia,” were pre- 
pared by the New York State Depart- 
ment of Health as a part of its educa- 
tional program in pneumonia control. 





*Application for the use of the film may be 
made to the Metropolitan Life Insurance Com- 
pany, 1 Madison Avenue, New York, N. Y. 


The former, which is intended primarily 
for lay groups, shows what a visiting 
nurse can teach the mother in a home 
about the nursing care of the patient. 
Two procedures for saving the energy 
of the patient are shown with the patient 
handled under the bedclothes, and then 
demonstrated with a girl in a bathing 
suit—a technique which offers many 
possibilities for further development. 
The roles of the mother and patient are 
played by amateur actors having some 
dramatic experience; the part of the 
nurse by a professional nurse. The pic- 
ture is an interesting experiment in this 
type of educational vehicle, which will 
no doubt be perfected by further ex- 
perience. It is much more ambitious in 
its attempts to show details than “A 
New Day,” which concentrates on a few 
simple points. Although there are in- 
consistencies in nursing technique which 
would be noticed at once by an audi- 
ence of nurses, it has definite educa- 
tional value for lay groups. It could 
also be used effectively as a basis for 
discussion by nursing groups. 

The film on serum administration—in 
which the parts requiring technical skill 
are played by professional people in 
their respective fields—shows in detail 
the techniques of serum administration. 
The picture is well done, and the com- 
plicated techniques are executed with 
skill and precision. Although the ad- 
ministration of serum by the physician 
is the main point of emphasis, the part 
of the nurse in assisting him is well por- 
trayed, and it should be of great help to 
nurses who are called upon to partici- 
pate in any way in this treatment. 

All three of the films can be obtained 
in 16 and 35 mm. prints. The last two 
are now available through the New York 
State Department of Health for use 
throughout the state, and will probably 
be released later to places outside of 
the state. 

















How Would You Answer These? 


The maternity forum this month is given over to some basic questions on vital 


statistics, in response to requests from the field for emphasis on this subject. The 
answers to the questions given below will appear in the April number. In the 
meantime, won’t you send in your answers and also your questions on maternal 
welfare, to Maternity Center Association, 1 East 57 Street, New York, N. Y. 
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14. 


15. 
16. 
17. 
18. 


19, 
20. 
21. 
22. 
23. 


If a baby was delivered at 11:55 p.m. on New Year’s Eve 1937, and if the cord 
was cut at 12:05 a.m., and the placenta delivered at 1:00 a.m., New Year’s Day 
1938, when did the birth occur? 

Define stillbirth. 

Define birth rate.* 

How is the birth rate computed? 

During the year 1936 there were 5660 live births in a certain city whose esti- 
mated population for that year was 328,000. What was the birth rate? 
What was the birth rate for the U. S. Registration Area in 1915? In 1934? 
In 1936? Is the trend up or down? 

Define stillbirth rate. 

How is the stillbirth rate computed? 

What was the stillbirth rate for the U. S. Registration Area in 1933? 

Define infant as used in reports of the U. S. Census Bureau. 

Define infant mortality rate. 

How is the infant mortality rate computed? 

During the year 1936, in the city referred to in question 2 above, 290 infants 
under one year of age died. What was the infant mortality rate? 

What was the infant mortality rate in the U. S. Birth Registration Area in 
1915; in 1934: (a) total (6) white (c) colored? 

Define neonatal deaths as used in reports of the U. S. Census Bureau. 

Define neonatal mortality rate. 

How is the neonatal mortality rate computed? 

What was the neonatal mortality rate for the U. S. Birth Registration Area 
in 1934? 

Define maternal mortality. 

Define maternal mortality rate as used by the U. S. Children’s Bureau. 

How is the maternal mortality rate computed? 

What causes of death are included under maternal deaths? 

What was the maternal mortality rate for the U. S. Birth Registration Area in 
1915; in 1934: (a) total (b) white (c) colored (d) urban (e) rural? 





*For questions 3-18, use definitions of rates as given in reports of the U. S. Census Bureau. 
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NOTES from the NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING 
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REPORT OF JANUARY BOARD MEETINGS 


Large and very busy meetings of the 
N.O.P.H.N. Board of Directors were 
held on January 26 and 27 in New 
York. The most important and time- 
consuming business was the acceptance 
of the report of the Committee to Study 
N.O.P.H.N. Functions. The report is 
now being prepared for publication by 
Mary S. Gardner and will appear in the 
April number of this magazine. Since 
the Board’s acceptance of the report in- 
volves some changes in by-laws, these 
are being prepared in legal form ready 
for submission to the membership at 
the Biennial Convention. Every 1938 
N.O.P.H.N. member will receive a copy 
of these revisions four weeks in advance 
of the meeting in Kansas City. 

More routine matters concerned the 
decision to continue our interest and 
support of the joint project, the Com- 
munity Nursing Service Committee; to 
accept the Finance Committee’s report 
and the 1938 budget which will be 
$108,900 (see treasurer’s report, page 


As the last farewell of the 786th nurse 
leaving the American Public Health As- 
sociation and N.O.P.H.N. Convention 
sounded on October 9, our Fall field 
trips began in earnest. Ruth Houlton 
covered five states in ten days, attending 
three Silver Jubilee celebrations and the 
meeting of the National Safety Council 
in Kansas City, Mo. Her field sched- 
ule has included a study of the Visit- 
ing Nurse Association in Bethlehem, Pa. 

Virginia Jones started early in October 
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185); to continue for the present our 
regular affiliation with the Joint Voca- 
tional Service but to study through a 
special committee the whole problem of 
vocational placement and guidance es- 
pecially with relation to the Nurse 
Placement Service in Chicago; to follow 
up certain leads, state by state, among 
those who became interested in the Na- 
tional Organization through the Silver 
Jubilee celebrations. 

Our members and readers will also be 
interested to hear that the Board voted 
to offer advisory assistance to the public 
health nurses now serving on exhibits 
for the medical building at the World’s 
Fair to be held in New York in 1939, 
and as members of the American 
Nurses’ Association we voted to be of 
any assistance we can—not involving 
N.O.P.H.N. finances—in any plan the 
American Nurses’ Association may 
evolve for the Fair. 

DoroTHY DEMING 
Secretary 


on a tour of visits to courses and state 
meetings in seven states. Requests 
have come for help from Loyola Univer- 
sity and DePaul University (Chicago), 
Marquette University (Milwaukee), 
Connecticut State College, and the Uni- 
versity of Maryland. Miss Jones hopes 
to visit eleven of the endorsed courses 
in 1938, thus covering all courses with 
the exception of Hawaii in a two-year 
period. 

Ella McNeil deserted us entirely on 
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October 18, going to the School Health 
Study Committee of the Committee on 
Neighborhood Health Development in 
New York City on a six-months’ leave 
of absence to carry on a study of school 
nursing under the directorship of Dr. 
Dorothy B. Nyswander. According to 
our agreement, the Committee is pay- 
ing us Miss McNeil’s salary. 

Purcelle Peck journeyed forth in 
November on her first field trip for the 
magazine, visiting Baltimore, Md., and 
Washington, D.C., and including talks 
to senior classes in schools of nursing 
in both cities. 

For the second time within a year, 
a turnover has occurred on the magazine 
staff, when Myrtle Lohman replaced 
Johanna Hoffman as assistant to the 
editor on November 1. Miss Lohman 
is not new to the organization, how- 
ever, having been a member of the busi- 
ness staff for six years. 

Plans are being made by Miss Peck 
for a special series of articles on the 
hard-of-hearing which are being pre- 
pared under the auspices of the Ameri- 
can Society for the Hard of Hearing; 
and for a series on tuberculosis, sugges- 
tions for which have been made by the 
National Tuberculosis Association. 

Evelyn Davis made three short visits 
to Philadelphia, Pa., Englewood, N. J., 
and Washington, D.C., including at- 
tendance at the meeting of the Ameri- 
can Public Welfare Association in the 
last city. She has been sticking close 
to the problem the Executive Com- 
mittee assigned to her of organizing a 
New York Committee to assist us with 
money-raising. 

In her work with the Pensions Com- 
mittee, Miss Davis reports that on a 
visit to the assistant actuary of the 
Metropolitan Life Insurance Company, 
she found that the Harmon Foundation 
for the Advancement of Nursing origi- 
nally provided for a joint annuity policy 
with the agency and the nurse. This 
arrangement is still in the Metropolitan 
Life Insurance Company’s contract, but 
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so far no agency has taken advantage 
of it. We are trying to find out what 
promotion we might give the plan among 
our member agencies. 

Mrs. Anna J. Miller, our statistician, 
also “stepped out” in December, offering 
a new and long-awaited service; namely, 
advisory field visits of a day to nearby 
agency members to review record keep- 
ing, statistical methods, and annual re- 
ports. The visits have been very help- 
ful to Mrs. Miller and have given her 
additional experience in answering ques- 
tions which will be reflected in our cor- 
respondence and office interviews. 

Eleanor Mumford has been close to 
the office all the Fall, carrying a great 
deal of the general correspondence, and 
working on publicity material. She has 
been editing Book Notes for the maga- 
zine and Listening In, and seeing visi- 
tors. 

Lucretia Royer has been on the job 
all the Fall, closing the Silver Jubilee 
membership campaign and getting ready 
without cessation of energy to put on 
the 1938 membership plan, which is 
built around the slogan, “Let’s join 
forces.” She hopes to make a record 
of 10,000 members. Two new leaflets 
have resulted from her efforts. 

The general director has been to 
Washington five times in the last 
quarter: to serve on Miss Lenroot’s 
steering committee for the National 
Conference on Better Care for Mothers 
and Babies; to attend and participate 
in the American Public Welfare Associa- 
tion meeting on medical care for relief 
clients; and to attend the American Red 
Cross Nursing Advisory Committee 
meetings. She also attended a confer- 
ence in Philadelphia, Pa:, of 22 execu- 
tives of private nursing agencies in the 
Eastern area. 

Amelia Grant has represented the 
N.O.P.H.N. at two Washington meet- 
ings: one at the Children’s Bureau as 
a member of a nursing advisory com- 
mittee and one at the Council on Per- 
sonnel Administration of the United 
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States Civil Service Commission to dis- 
cuss requirements for positions in public 
health nursing. 


Another staff change which has a de- - 


cided effect upon our program, lies in 
the resignation of Anna L. Tittman as 
executive director of the vocational and 
guidance work in public health nursing 
at the Joint Vocational Service. She 
left January first to accept the position 
of director in the Nurse Placement 
Service in Chicago, Ill. Miss Tittman 
has been a part of the N.O.P.H.N. for 
twelve years, and so strong is the tie 
that we are considering seriously making 
it an elastic one for a few months at 
least, to see if possible connections can- 
not be worked out with the Nurse Place- 
ment Service. Miss Tittman’s report is 
given on page 189. 

An innovation in our service which 
that familiar mother, Necessity, has 
driven us to, is a plan to have the Na- 
tional Organization serve as a clearing 
house for all studies going on in the 
Uniied States on general phases of pub- 
lic health nursing. The letters announc- 
ing this clearing house received 100 per- 
cent approval from agencies joining the 
plan. We have not heard from all. By 
this means, if anyone wants to know who 
is studying what, we ought to be able 
to give information and at the same 
time keep an eye on gaps and duplica- 
tions. The statistical office will handle 
the clearing house. 

Another innovation—but this, un- 
luckily, so fleeting that it was only 
tantalizing—was the visit from Joanna 
Johnson, industrial nurse of the Em- 
ployers Mutuals of Wausau, Wisconsin, 
who came through the generosity of a 
former board member and her own firm, 
to give us two-weeks’ consultant service 
on problems of industrial nursing. We 
deeply appreciate this contribution to 
the organization. If ever there was a 
practical gift, this was it! We would 
like to have had Miss Johnson stay right 
on with us. Her suggestions to us will 
be of value in the months to come. 


The Board will be interested to know 
that the American Social Hygiene As- 
sociation is planning to add a consult- 
ant public health nurse to its staff. The 
N.O.P.H.N. will, of course, be of any 
assistance possible to the new service. 

While there are a good many prob- 
lems troubling us these days, editorially 
speaking at least—such as our budget; 
the pressing importance of new person- 
nel on the Finance Committee and a 
new chairman; the relationship of pub- 
lic health nurses to health officers, medi- 
cal social workers, welfare departments; 
the problem of development of practice 
fields for public health nurses; the con- 
trol of student affiliation; and in general, 
finding better qualified nurses—still, by 
and large, the year’s program seems to 
have recorded many encouraging high 
points. Briefly, these might be said 
to be: 

0674 individual members 

332 agency members 

37 Silver Jubilee celebrations in 25 states 

$1300 (approximately) received in contribu- 

tions in excess of 1936 amount 

4 community studies completed 

Publication of the revised Board Members’ 

Manual 
Publication of Marian G. Randall’s Study: 
Personnel Practices in Public Health Nurs- 


ing 

Publication of the booklet called The Pub- 
lic Health Nurse, by the Central Hanover 
Bank and Trust Company 

Publication of Suggestions for Statistical Re- 
porting and Cost Computation in Public 
Health Nursing 

Publication of Recommendations for Student 
Affiliation with a Public Health Nursing 
Agency 

Publication of A Training Course for Vol- 
unteers in the Public Health Nursing Field 

Formulation of recommendations regarding 
orthopedic nursing 

Outstanding publicits for both public health 
nursing and the N.O.P.H.N., thanks to 
the Silver Jubilee. 


And, last, but by no means least, are 
the general good health of the staff and 
the unwavering loyalty and conscien- 
tious devotion of our committees, Sec- 
tions, and Board, which have been 
enough to inspire any staff and make us 
proud of the organization as a whole. 

DorotHy DEMING 
General Director 











March 1938 


N.O.P.H.N. INCOME 


1937 


AND EXPENSE 


Income 


Membership dues, individual $ 28,884.00 


Membership dues, agency 24,196.06 
Contributions 29,384.09 
*Magazine . ; 22,081.31 
Reimbursements 2,903.10 
Miscellaneous 4,543.59 


Total Income 


$111,992.15 


Expense 
General administration $ 10,589.8! 
General operation (includes ac 
counting, recording 8,230.17 
Advisory and consultation 34,536.40 
*Publications and educational 
service 36,508.35 
Statistical studies and research 8,362.37 
Income production 13,034.35 
National planning and relation 
ships 3,817.76 


Community nursing project 2,800.00 


Total Expense $117,879.21 


Summary 


Expense $117,879.21 
Income 111,992.15 
Deficit $ 5,887.06 
Life Memberships received for 
1937 $ 2,630.00 
*PusLic HEALTH NwurRSING MAGAZINI 
Income 


Subscriptions 


$17,401.56 
Advertising 7 


4,679. 
Total income $22,081.31 
Expense (allocated) 

General administration $13,148.23 

Travel 131.68 

Printing and miscella- 

neous expense 

Subscription promotion 


9,890.44 
1,247.57 





Total expense $24,417.92 
Summary for Magazine 


Expense $24,417.92 
Income 22,081.31 
Deficit $ 2,336.61 


NEW STAFF MEMBER 

Evelyn B. Coleman, until recently di- 
rector of the Burlington (Vt.) Visiting 
Nurse Association, has joined our staff 
as a temporary assistant to help with 
the Biennial Convention program and 
the revision of the N.O.P.H.N. Manual 
of Public Health Nursing. 
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MAGAZINE COMMITTEE 

The enlarged Magazine Committee, 
which is now a Publications Committee 
interested in all N.O.P.H.N. publica- 
tions, had a dinner meeting at the Town 
Hall Club in New York City on the 
even:ng of January 26. 

The recent changes in format to make 
the magazine more attractive and read- 
able were approved by the committee. 

The functions of the magazine were 
discussed, and it was decided that the 
magazine still has a responsibility for 
supplementing the fundamental nursing 
education of its nurse readers as well as 
providing information and_ interpreta- 
tion on new practices and trends in the 
field. The value of more controversial 
material to stimulate thinking was 
stressed, although it was admitted that 
discrimination must be used. 

The need for more critical response 
from readers was brought out, and it 
was suggested that organizations be en- 
couraged to have staff discussions of the 
magazine and send in their conclusions. 
It was suggested that letters of comment 
from readers be occasionally published, 
with editorial comment 
priate. 


when appro- 


WITH THE STAFF 


Now that the Board meetings are over 
the staff members are more active in the 
field. Dorothy Deming participated in 
the meeting of the Board Members’ 
Organization of the Connecticut Pub- 
lic Health Nursing Association by 
giving a talk on “Who’s Who in the 
N.O.P.H.N.” On February 15, she 
went to Montclair, N. J., to speak at 
the annual meeting of the Bureau of 
Public Health Nursing, City Health De- 
partment. Ruth Houlton remained in 
the office during February except for 
one day when she shared in the institute 
for the training of tuberculosis workers 
held in New York City under the 
auspices of the National Tuberculosis 
Association. 

Evelyn 


Davis 


spent part of the 
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month in the field. At the request of 
the Council of Social Agencies, she went 
to Philadelphia, Penna., to discuss per- 
sonnel policies with presidents of day- 
nursery associations, On the 15th, she 
went to Baltimore, Md., to speak on 
volunteer service at the first meeting of 
a series of lecture courses given by the 
Junior League. The boards of several 
visiting nurse associations in nearby 
communities held a board members’ in- 
stitute in Medford, Mass., and asked 
Miss Davis to participate. From there, 
she went to Boston, Mass., to meet with 
the nursing staff of the State Depart- 
ment of Health and discuss volunteer 
service. 

Virginia Jones spent a day in Hart- 
ford, Conn., and two days in Baltimore, 
Md., in connection with educational ac- 
tivities. On the 8th and 9th, she visited 
the public health nursing course at Sim- 
mons College, Boston, Mass. From 
there she went to Providence, R. I., to 
attend the regional conference for 
boards and staffs of small organizations 
which was held under the auspices of 
the Rhode Island S.0.P.H.N. 

Lulu St. Clair, Executive Secretary of 
the Joint Committee on Community 
Nursing Service for the three national 
nursing organizations, made two trips— 
to Rhinebeck, N. Y., and Flint, Mich. 


ATTENDANCE AT BIENNIAL 
The biennial program secretary would 
like to know how many to plan on for 
the Biennial Convention. If you are 
planning to attend, won’t you return the 
Listening In slips saying that you will 
be there? 


TRANSPORTATION CHAIRMEN 

CoRRECTION: An error was made in 
the address given for the Transportation 
Chairman from Connecticut which ap- 
peared on page 118 of the February 
issue. The address should read: Mar- 
garet K. Stack, Executive Secretary, 
Connecticut State Nurses Association, 
252 Asylum Street, Hartford. 


PUBLIC HEALTH NURSING 


HONOR ROLL 
March 


Congratulations to the 103 public 
health nursing agencies which already 
have achieved 100 percent membership 
enrollment for 1938. Honor Roll Cer- 
tificates have been sent these agencies 
for proud display—as_ evidence of 
loyalty to and support of their profes- 
sional organization. In 1937 we almost 
doubled 1936, but that only makes us 
want to double this in 1938! 

Each month from now on we shall 
publish a list of agencies which have 
become Honor Roll members. The 
name of an agency will appear only 
once as no list is cumulative, but in- 
cludes only those enrolling since the 
list of the previous month was pub- 
lished. 

Every nursing service — whether 
staffed by one nurse or one hundred— 
is eligible for the Honor Roll when 
each nurse has joined the N.O.P.H.N. 
for 1938. Be sure to let us know just 
as soon as your nursing service is eli- 
gible for listing and Certificate. 

Asterisks denote the number of years 
an agency has been on the Honor Roll 
up to five years; the dagger indicates 
those agencies which have been Honor 
Roll members for five years or more. 
ALABAMA 

****Shelby County 

Columbiana 
ARIZONA 
*Scottsdale Schools, Phoenix 
ARKANSAS 
**Yell County Health Department, Dan- 
ville 
*Arkansas State Board of Health, Ful- 
ton County, Salem 
COLORADO 
*Douglas County Health Department, 
Castle Rock 
*Metropolitan Life Insurance Nursing 
Service, Denver 
*Elbert County Public Health Nursing 
Service, Kiowa 
CONNECTICUT ; 
***Public Health Nursing Association, 
Easton 
****Fairfield Visiting 
Fairfield 
**Public Health Nursing Association, 
Manchester 
*Visiting Nurse Association, Waterbury 


Health Department, 


Nurse Association, 
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IDAHO 
**Cassia County Health Service Com- 
mittee, Burley 
ILLINOIS 
**City Health Department, Bloomington 
****Metropolitan Life Insurance Nursing 
Service, Chicago Heights District 
*La Grange Community Nurse and 
Service Association, La Grange 
*Moline Public Health Nursing Service, 
Moline 
***Metropolitan Life Insurance Nursing 
Service, Waukegan 
INDIANA 
***Lake County 
Crown Point 
*Metropolitan Life Insurance Nursing 
Service, Gary 
****Metropolitan Life Insurance Nursing 
Service, Hammond 
*Dearborn County 
Lawrenceburg 
***Visiting Nurse Association, Muncie 
*Public Health Nursing Association, 
Richmond 
*Public Health Nursing Association of 
Terre Haute, Terre Haute 


Health Department, 


Nursing Service, 


IOWA 
*Community Nursing Service, Marshall- 
town 
*Osceola County Public Health Nurs- 
ing Service, Sibley 


KANSAS 
*Finney County Red Cross, Garden 
City 
*Public Health Nursing Association, Inc., 
Topeka 
KENTUCKY 


**Metropolitan Life Insurance Nursing 
Service, Frankfort 
**7 ouisville Public Health Nursing As- 
sociation, Louisville 
LOUISIANA 
*American Red Cross, Baton Rouge 
Chapter, Baton Rouge 
*Bossier Parish Health Unit, Benton 
MAINE 
***Androscoggin Anti-Tuberculosis Asso- 
ciation, Lewiston 
*South Franklin County Nursing Serv- 
ice, Wilton 
MASSACHUSETTS 
*Visiting Nursing Association of Fitch- 
burg, Fitchburg 
*Visiting Nurse Association, Great Bar- 
rington 
*District Nursing Association of Barn- 
stable, Yarmouth and _ Dennis, 
Hyannis 
*Lowell Visiting Nurse 
Lowell 
*Watertown District Nursing Associa- 
tion, Watertown 


**Board of Health, West Springfield 
MICHIGAN 


*City Department of Health, Detroit 

*Flint Department of Health, Flint 

*Genesee County Health Department, 
Flint 

*Visiting Nurse Association of Saginaw, 
Saginaw 


Association, 


N.O.P.H.N. 
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MISSISSIPPI 
*State Board of Health, Lawrence 
County, Monticello 
MISSOURI 


*State Department of Health, Howard 
County, Fayette 
*Lewis County Public Health Nursing 
Committee, Monticello 
***Quaker Oats Company, St. Joseph 
*St. Joseph Organization for Public 
Health Nursing, St. Joseph 
***Board of Education, St. Louis 
*Municipal Visiting Nurses, St. Louis 
NEW HAMPSHIRE 
*Concord District Nursing Association, 
Concord 
****Walpole School Nursing Unit, Walpole 
NEW JERSEY 
***Metropolitan Life Insurance Nursing 
Service, Dover 
*Anti-Tuberculosis League, Orange 
***Metropolitan Life Insurance Nursing 
Service, Perth Amboy 
****Salem Child Welfare and 
Nurse Association, Salem 
*Metropolitan Life Insurance Nursing 
Service, Trenton 
***New Jersey State Department of Pub- 
lic Instruction, Trenton 
NEW YORK 
*Health Department, Albion 
**John Hancock Mutual Life Insurance 
Nursing Service, Hempstead 
***Metropolitan Life Insurance Nursing 
Service of Nassau County, Hemp- 
stead 
*Metropolitan Life Insurance Nursing 
Service, Lancaster 
*State Department of Health, Lowville 
*Health Department, Medina 
*Joint Vocational Service, New York 
*National Society for the Prevention of 
Blindness, New York 
*National Organization for 
Health Nursing, New York 
NORTH CAROLINA 
****Metropolitan Life Insurance Nursing 
Service, Gastonia 


Visiting 


Public 


OHIO 

**Visiting Nurse Association of Cleve- 
land, Branch No. 1, Cleveland 

**Visiting Nurse Association of Cleve- 
land, Branch No. 2, Cleveland 

*Visiting Nurse Association of Cleve- 
land, Branch No. 3, Cleveland 

*Visiting Nurse Association of Cleve- 
land, Branch No. 7, Cleveland 

*American Red Cross Public Health 
Nursing Service, East Liverpool 

****Tima Visiting Nurse Association, Lima 
***Public Health Nursing Department, 

Massillon City Hospital, Massillon 

*Metropolitan Life Insurance Nursing 
Service, Middletown 

*Toledo District Nurse Association, 
Toledo 

OKLAHOMA 

*Tillman County Department of Public 

Health, Frederick 
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***Metropolitan Life Insurance Nursing 
Service, Oklahoma City 
*Public Health Association, Tulsa 
OREGON 
**Lane County Health Unit, Eugene 
PENNSYLVANIA 
*Paimerton School District, Palmerton 
**Manayunk Branch, Visiting Nurse So- 
ciety of Philadelphia, Philadelphia 
*Visiting Nurse Association, Reading 
RHODE ISLAND 
*Cranston District Nursing Association, 
Cranston 


*Burrillville District Nursing Associa- 
tion, Pascoag 
*Woonsocket Public Health Nursing 


Association, Woonsocket 
SOUTH CAROLINA 
*Calhoun County Health Department, 
St. Matthews 
TENNESSEE 
*Shelby Health 


County Department, 


Memphis 

*Metropolitan Life Insurance Nursing 
Service, Memphis 

*Davidson County Health Department, 
Nashville 


Field trips: 
Places visited: 
Nashville, Tenn. 
Birmingham, Ala. 
Montgomery, Ala. 
Mankato, Blue Earth 

Co., Minn. 
Rochester, Minn. 
Minneapolis, Minn. 


Duluth, Minn. 
Battle Creek, Mich. 
Saginaw, Mich. 
South Bend, Ind. 
Rhinebeck, N. Y. (2 
visits) 
Flint, Mich. 
Meetings attended (exclusive of annual 
meetings of state nurses’ associa- 
tions) : 

Sixteen meetings of various groups 
were attended in ten different communi- 
ties to discuss certain community nurs- 
ing problems and how to organize coun- 
cils on community nursing service; how 
assistance may be obtained for studying 
community resources; how community 
nursing needs may be determined; and 
how much adequate community nursing 
service would cost. Informal talks were 
given at these meetings. 

State Nurses’ Association meetings 
were attended in Nashville, Tennessee, 
and Montgomery, Alabama. A paper 


on “Community Nursing Service” was 
read before the Tennessee Public Health 
Section meeting and a talk given over a 
local radio station in Nashville. 


At the 
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UTAH 
*Juab County Board of Public Wel- 
fare, Nephi 
*Utah State Board of Health, Garfield 
County, Panguitch 
*Utah State Board of Health, Price 
VIRGINIA 
****Charlotte County Chapter, American 
Red Cross, Charlotte 
***Metropolitan Life Insurance 
Service, Portsmouth 
WASHINGTON 
*Thurston-Mason County 
Health Unit, Olympia 
*Metropolitan. Life Insurance 
Service, Tacoma 
WEST VIRGINIA 
*Metropolitan Life Insurance 
Service, Clarksburg 
WISCONSIN 
*Burnett County 
Grantsburg 
*Public Health Nursing Service, Stur- 
geon Bay 
**Metropolitan Life Insurance Nursing 
Service, Superior 


Nursing 


District 


Nursing 


Nursing 


Health Department, 






Alabama State Nurses’ Association meet- 
ing, a paper was presented on “Who Is 
Responsible for the Community’s Nurs- 
ing Service?” 


Committee meetings: 

A meeting of the Joint Committee on 
Community Nursing Service was held 
December 4, 1937. 


Community nursing surveys made: 
Minnesota—sponsored by the Minne- 
sota State Nurses’ Association 
a. Duluth 
b. Blue Earth County 


Michigan 
a. Saginaw—sponsored by the Saginaw 
Council on Community Nursing Ser- 
vice 
b. Battle Creek—sponsored by the Battle 
Creek District Association of the 
Michigan State Nurses’ Association 
Conferences: 

Nineteen conferences have been held 
with representatives of various groups 
and individuals on matters and problems 
relating specifically to community nurs- 
ing service. 

Lutvu St. CLAIR 


Executive Secretary of Joint Commit- 
tee on Community Nursing Service 
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QUARTERLY REPORT OF JOINT VOCATIONAL SERVICE 


The general economic recession is 
doubtless responsible for the noticeable 
decrease in positions in both public 
health nursing and social work reported 
in this quarter. As has been pointed out 
in previous reports, an agency doing em- 
ployment work is always a barometer of 
economic conditions. However, this par- 
ticular quarter of any year is less active 
than the two quarters just preceding it. 
There were 137 new positions listed, as 
against 258, April 1 to July 1, and 159, 
July 1 to October 1. However, there 
is no shortage of jobs. 


The most discouraging aspect of this 
quarter has been the woeful lack of good 
candidates for referral, most of the 
better ones having become settled in 
their plans by October 1. Out of an 
average active file of 500 registrants, 
only about 10 percent are good pros- 
pects for the type of work to be done, 
and placement is further thwarted by 
(1) geographic locality restrictions of 


candidates (2) low average of salaries 
offered considering responsibilities in- 
volved (3) nurses’ long-range dates of 
availability (4) their disinterestedness in 
changing positions unless they can better 
themselves (5) the fact that many posi- 
tions are in specialized fields and the 
personnel does not even exist to qualify 
for these. This state of affairs has 
thrown a greater burden upon J.V.S. in 
searching for candidates. J.V.S. made 
53 placements and assisted placements 
in this quarter as compared with 82 
last quarter. 

The encouraging feature of the voca- 
tional situation today is our constant 
awareness that public health nursing 
standards of personnel have reached a 
higher level than at any time in history, 
and J.V.S. is conscious of having had a 
very real share in this. 

ANNA L. TITTMAN, R.N. 
Vocational Secretary for 


Public Health Nursing 
December 1937 


JOINT VOCATIONAL SERVICE 





announces the following 
placements and assisted 
placements for January 
1938: 

PLACEMENTS 


Mrs. Isabel Crosby, Assistant Clinic Nurse, 


New York Tuberculosis and Health Asso- 
ciation, New York, N. Y. 

Mary E. Murphy, Health Director, New 
Mexico Normal University, Las Vegas, 
N. Mex. 


Eileen Walker, Executive Director, Topeka 
Public Health Nursing Association, Topeka, 
Kans. 

Jean Egbert, Director, Visiting Nurse Associa- 
tion, Burlington, Vt. 

Evelyn B. Coleman, Temporary Staff Member, 
National Organization for Public Health 
Nursing, New York, N. Y. 

Mildred Keath, County Nurse, San Miguel 
County Health Department, Las Vegas, 
N. Mex. 

Mrs. Lee M. Fuhr, Hourly Nurse, Nursing 
Bureau of Manhattan and Bronx, Inc., New 
York, N. Y. 


To Staff Positions 

Margaret Curry, Orthopedic Staff Nurse, Vis 
iting Nurse Association, Brooklyn, N. Y. 

Bertha Brigham, Central Penobscot Public 
Health Association, Old Town, Maine. 

Helen Piper, New Britain Visiting Nurse As 
sociation, New Britain, Conn. 

Mrs. Alice H. Wasser, Association for Improv- 
ing the Condition of the Poor, New York, 
ee F 

Mrs. Marion A. Brown, Temporary, Metro- 
politan Life Insurance Company Nursing 
Service, Jamaica, N. Y 


ASSISTED PLACEMENTS 


Bernadine Striegel, Territorial Supervisor, 
Metropolitan Life Insurance Company, New 
York, N. Y. 

Clara V. Hahn, Director, Public Health Nurs- 
ing Course, Medical College of Virginia, 
School of Nursing, Richmond, Va. 

Mrs. Alice Schoonmaker, Staff Nurse, Associa- 
tion for Improving the Condition of the 
Poor, New York, N. Y. 

Mrs. Carol Holbrook Burt, Staff Nurse, Asso- 
ciation for Improving the Condition of the 
Poor, New York, N. Y. 
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FOR ELECTION AT BIENNIAL 


The Nominating Committee presents the following list of candidates for officers 
and directors of the National Organization for Public Health Nursing for the bien- 
nial period 1938-1940. Only one candidate has been presented for each office, but 
space has been left for members to write in the name of another candidate if desired. 

Each nurse member and each lay member will receive, at least a month before 
the Biennial Convention, a ballot similar to the one on this page, with complete 
instructions for voting by mail printed on the reverse side. Election of officers will 
be announced at the Biennial Convention. 

Laura A. DRAPER 
Chairman, N.O.P.H.N. Nominating Committee 


N.O.P.H.N. BALLOT 
PRESIDENT 
[_] Grace Ross, Detroit, Mich. C] ; 
Check one name. Candidate receiving the largest number of votes shall be declared elected 
President. 
FIRST VICE-PRESIDENT 


[_] Marion G. Howell, Cleveland, Ohio ‘a 3 sineaiabie 

Check one name. Candidate receiving the largest number of votes shall be declared elected 
First Vice-President. 

SECOND VICE-PRESIDENT 
[_] Mrs. Roessle McKinney, Albany, N. Y.* a 
Check one name. Candidate receiving the largest number of votes shall be declared elected 
Second Vice-President. 
TREASURER 

CJ W. Lawrence McLane, New York, N. Y.* a : ; 

Check one name. Candidate receiving the largest number of votes shall be declared elected 
Treasurer. (According to the Bylaws the Assistant Treasurer is elected by the Board otf 
Directors.) 

DIRECTORS—NURSE MEMBERS 


Vote for four: 


[_] Eula B. Butzerin, Chicago, Ill. -} Ruth W. Hubbard, Philadelphia, Pa. 
{_] Lula P. Dilworth, Trenton, N. J [_] Zoe LaForge, Birmingham, Ala.* 

[_] Amelia Grant, New York, N. Y. [_] Marion W. Sheahan, Albany, N. Y. 

[_] Alma C. Haupt, New York, N. Y. [_] Olive M. Whitlock, Portland, Ore. 


DIRECTORS—NON-NURSE MEMBERS 
(Representing board and committee members of local public health nursing organizations) 
Vote for three: 


[_] Mrs. Robert G. Bosworth, Denver, Colo [_] Mrs. Andrew McNally, Chicago, III. 
[_] Mrs. Sadie Orr Dunbar, Portland, Oreg. [_] Mrs. Stuart Rider, Minneapolis, Minn. 
[] Grace S. Frost, Toledo, Ohio [_] Mrs. S. Emlen Stokes, Moorestown, N. J. 


DIRECTORS—-NON-NURSE MEMBERS 
Vote for five: 


[_] Heary Boudreau, M.D., New York, N. Y. |_| Elizabeth Taylor, Little Rock, Ark. 

[_] Harry M. Carey, Providence, R. 1.* [-] Mrs. William G. Thuss, Birmingham, Ala. 
C] Mrs. Gardiner H. Fiske, Boston, Mass. [| Clifford E. Waller, M.D., Washington, D. C 
[_] David D. Hunting, Grand Rapids, Mich.* [| Mrs. James K. Watkins, Detroit, Mich.* 
[_] Alfred E. Shipley, M.D., D.P.H., New [_] Abel Wolman, Baltimore, Md. 


York, N. Y.* 
NOMINATING COMMITTEE 1938-1940 
Vote for three: 


Cc Mary J. Dunn, Washington, D. C. [_] Emilie G. Robson, St. Louis, Mo. 

[] Ruth W. Hay, Berkeley, Calif. [_] Emilie G. Sargent, Detroit, Mich. 

(_] Sophie C. Nelson, Boston, Mass. [_] William P. Shepard, M.D., San Francisco, 
Calif. 


*For reélection. 
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WHO’S WHO ON THE N.O.P.H.N. BALLOT 


The biographies of the candidates appearing on the ballot for officers and 
directors of the N.O.P.H.N. for the biennial period 1938-40 (see page 190 of this 
magazine) are printed here for the information of those of our readers who are 


N.O.P.H.N. members. 


President : 
Grace Ross—Detroit, Mich. 


Graduate, Farrand Training School, Harper 
Hospital, Detroit; B.S. in Nursing, Wayne 
University, Detroit; M.S. in Psychology, Uni- 
versity of Michigan. Positions held: Super- 
visor, Harper Hospital; Child Welfare Nurse, 
Babies’ Milk Fund, Detroit; Staff Nurse, De- 
troit Visiting Nurse Association; Child Wel- 
fare Nurse and Child Welfare Supervisor, De- 
troit Department of Health. President, Michi- 
gan State Nurses’ Association; President, Mid 
west Division, American Nurses’ Association ; 
Chairman, Nursing Section, American Public 
Health Association. Present position: Director, 
Division of Nursing, Detroit Department of 
Health. 


First Vice-President: 
Marion G. Howell—Cleveland, Ohio 


Ph.B., Wooster College, Wooster, Ohio: 
Diploma in Nursing, Lakeside Hospital School 
of Nursing; M.Sc. (Social Administration 
and Certificate in Public Health Nursing, 
School of Applied Social Sciences, Western Re 
serve University, Cleveland. Positions held: 
Instructor in English, Minerva, Ohio, High 
School; School Nurse in Public Schools, Fair- 
mont, W. Va.; Instructor in Public Health 
Nursing, University Nursing District, Cleve- 
land; Assistant Professor, Associate Professor 
and Professor of Public Health Nursing and 
Director of the University Public Health Nurs- 
ing District. Present position: Professor of 
Public Health Nursing and Dean of the School 
of Nursing, Western Reserve University. 


Second Vice-President: 


Katherine Biggs McKinney (Mrs 
Albany, N. Y. 


Positions held: President, Albany Visiting 
Nurse Association; Director, New York State 
Organization for Public Health Nursing; Mem- 
ber, Executive Committee, Board and Com- 
mittee Members’ Section of the N.O.P.H.N.: 
Editor of Board Members’ Page in Pustic 
HeattH Nursinc; President, Junior League 
of Albany. 


Roessle ) 


Treasurer: 
New York, N. Y. 
Cornell University, Ithaca, N. Y.; Trustee, 
Roosevelt Hospital, New York City; Director 
of the Hotel Wayne, Inc.; Director, Jeremiah 
Skidmore, Inc.; Member-at-large of the 
United Hospital Fund, Inc., New York City; 
Member, Society of Mayflower Descendants 
and Sons of the Revolution; Member of the 
Big Brother Movement; associated with the 


W. Lawrence McLane 


Marine Midland Trust Company of New York 


Directors—Nurse Members: (Four to. be 


chosen.) 


Eula B. Butzerin—Chicago, IIl. 


Graduate, Presbyterian Hospital School for 
Nurses, Chicago, Ill.; B.S. and M.A., Teachers 
College, Columbia University, New York City 
Positions held: Health Specialist, Extension 
Division, Kansas State Agricultural College, 
Manhattan, Kans.; Assistant Supervisor, Henry 
Street Visiting Nurse Service, New York City; 
Associate Professor, Department of Preventive 
Medicine and Public Health, University of 
Minnesota, Minneapolis. President, Minnesota 
State Organization for Public Health Nursing; 
Member, Board of Directors, Minnesota 
S.0.P.H.N., Minnesota League of Nursing Edu- 
cation, Minnesota State Nurses’ Association 
Present position: Associate Professor in Nurs- 
ing Education, University of Chicago, Chicago, 


Ill 


Lula P. Dilworth—Trenton, N. J 

Graduate, Charlotte Sanatorium, Charlotte, 
N. C.; B.S. in Health Education and M.A. in 
Education, Columbia University, New York 
City; Public Health Nursing Certificate, Mis- 
souri School of Social Economy, St. Louis, 
Mo.; R.N. in Georgia, New Jersey, New York, 
and Texas. Positions held: with the Army 
Nursing Corps in the United States, France, 
and Germany; with the American Red Cross 
in Jugoslavia; field experience in public health 
nursing under the American Red Cross in 
Perry, Noble County, Okla.; Field Nurse, 
Division of Maternity and Infancy, Oklahoma 
State Department of Public Health; Director 
of Mothercraft and Health Education, Public 
School System, Okmulgee, Okla. Present posi- 
tion: Associate in Health and Safety Educa- 
tion, New Jersey State Department of Public 
Instruction, Trenton, N. J. 


Amelia Grant—New York, N. Y. 

Graduate, Faxton Hospital School of Nurs- 
ing, Utica, N. Y.; postgraduate study, Sim- 
mons College and the Instructive District 
Nursing Association, Boston, Mass.; B.S. and 
M.A., Teachers College, Columbia University, 
New York City. Positions held: Supervisor 
of Nurses, Henry Street Visiting Nurse Serv- 
ice, New York City; Instructor, Nursing Edu- 
cation, Teachers College, Columbia University ; 
Assistant Professor, Yale University School of 
Nursing, New Haven, Conn.; Assistant Di- 
rector, Bellevue-Yorkville Health Demonstra- 
tion, New York City. President of N.O.P.H.N., 
1934-38. Present position: Director, Bureau 
of Nursing, Department of Health, New York 
City. 
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Alma C. Haupt—New York, N. Y. 


Graduate, University of Minnesota, Minne- 
apolis; graduate, School of Nursing, University 
Hospital of Minnesota; affiliated nine months 
with Johns Hopkins School of Nursing, Balti- 
more, Md. Positions held: Social Case Worker, 
Family Welfare Association, Minneapolis; 
Supervisor, Instructor, and Superintendent, 
Visiting Nurse Association, Minneapolis; As- 
sociate Director, Child Health Program of the 
Commonwealth Fund in Austria; Associate 
Director, Division of Rural Hospitals, Com- 
monwealth Fund, New York City; Associate 
Director, N.O.P.H.N. Present position: Di 
rector, Nursing Bureau, Metropolitan Life In 
surance Company, New York City. 


Ruth W. Hubbard—Philadelphia, Pa. 


Graduate, Columbia University, New York 
City; Army School of Nursing, Washington, 
D. C. Positions held: Staff Nurse, Visiting 
Nurse Association of Brooklyn, N. Y.; Head 
Nurse, Pediatric Clinic, New Haven  Dis- 
pensary, New Haven, Conn.; Instructor, Yale 
University School of Nursing, New Haven; 
Educational Director, New Haven Visiting 
Nurse Association. Present position: General 
Director, Visiting Nurse Society, Philadelphia, 
Pa 


Zoe 


Graduate, Battle Creek School of Nursing, 
Battle Creek, Mich.; B.S., Columbia University, 
New York City. Positions held: Private duty 
and hospital nursing in Detroit and Flint, 
Mich,; Nursing Director, Detroit Babies’ Milk 
Fund, Detroit, Mich.; Member, Field Staff, 
United States Children’s Bureau. Present 
position: Director, Rural Division Public 
Health Nursing and Child Hygiene, Jeffer- 
son County Board of Health, Birmingham, 
Ala. 


Marion W. Sheahan—Albany, N. Y 


Graduate, St. Peter’s Hospital, Albany, N. Y 
Positions held: Private nursing 114 vears; 
Child Welfare Nurse, Cohoes, Albany, N. Y.; 
Henry Street Visiting Nurse Service, New 
York City; City Nurse, Bureau of Health, 
Albany, N. Y.; County Nurse (Tuberculosis), 
Niagara County, N. Y.; Supervising Nurse of 
Tuberculosis, State Department of Health, 
Albany, N. Y.; Assistant Director, Division of 
Public Health Nursing, State Department of 
Health. Present position: Director, Division 
of Public Health Nursing, State Department 
of Health, Albany, N. Y. 


Olive M. Whitlock—Portland, Oreg. 


B.S., Washington University, St. Louis, Mo 
Positions held: Rural Public Health Nurse, 
Missouri and Oregon; State Advisory Nurse, 
Oregon State Board of Health. Vice-president, 
Western Branch, American Public Health As 
sociation; Oregon State Membership Chair- 
man, Oregon State Organization for Public 
Health Nursing and N.O.P.H.N. Present posi- 
tion: Director, Division of Public Health Nurs- 


LaForge—Birmingham, Ala 
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ing, Oregon State Board of Health, Portland, 
Oreg. 
(Three to 


Directors—Non-Nurse Members: 


be chosen.) 


Helen Cauldwell Bosworth 
Denver, Colo. 


(Mrs. Robert G.) 


First interested in public health nursing in 
Morristown, N. J.; then in Denver, Colo., 
worked as a volunteer in the Denver Visiting 
Nurse Association infant welfare clinics; 
elected to the board of directors; later elected 
President, serving from 1933 to 1936; Vice- 
president of the Denver Junior League; Chair- 
man of the State Jubilee Celebration for the 
N.O.P.H.N. in Colorado. 


Mrs. Sadie Orr Dunbar—Portland, Oreg 


Honorary Member, Oregon State Graduate 
Nurses’ Association; Lecturer in Community 
Organization, Department of Nursing, Uni- 
versity of Oregon Medical School, Portland; 
Member, Executive Board, Oregon State Or 
ganization for Public Health Nursing; Life 
Member, N.O.P.H.N.; Fellow, American Pub 
lic Health Association; Member, American As 
sociation of Social Workers; Member, Execu 
tive Committee, Oregon Social Hygiene So 
ciety; Past President, National Conference of 
Tuberculosis Secretaries; Executive Secretary, 
Oregon Tuberculosis Association; First Vice- 
president, General Federation of Women’s 
Clubs. 

Grace S. Frost—Toledo, Ohio 

Positions held: President, Ohio Board and 
Committee Members’ Organization for Public 
Health Nursing; Member, Executive Commit- 
tee, Board and Committee Members’ Section, 
N.O.P.H.N. Present positions: President, the 
Toledo District Nurse Association; Member, 
Executive Board, Toledo Council of Social 
Agencies; Member, Board of Toledo Dental 
Dispensary Association; Member, Board of 
Toledo Chapter, American Red Cross. 


Eleanor V. McNally 
ton, Il. 


(Mrs. Andrew )—Evans- 

Has been identified with infant welfare work 
for over fifteen years: first as a member of the 
Evanston Senior Board, then Secretary and 
President; then with tne Woman’s Auxiliary 
of the Infant Welfare Society of Chicago as 
Secretary and Vice-President for a number of 
vears; appointed to the Board of Directors of 
the Infant Welfare Society of Chicago in 1932, 
and is still an active member of this board 
and of the Evanston Center. 


Elsie Thayer Rider (Mrs. 
apolis, Minn. 


Smith College, Northampton, 
Mass. Positions held: President, Junior 
Board, Minneapolis Visiting Nurse Associa- 
tion; President, Junior League of Minneapolis; 
Member, Board of Directors, Maternity Hospi- 
tal, Minneapolis; Member, Budget and Dis- 
tribution Committee, Minneapolis Council of 


Stuart )—Minne- 


Graduate, 
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Social Agencies. Present position: President, 
Community Health Service, Minneapolis; 
Chairman, Lay Members’ Section, Minnesota 
State Organization for Public Health Nursing. 


Lydia Babbott Stokes (Mrs. Samuel Emlen) 
—Moorestown, N. J. 


College, Poughkeepsie, 
N. Y. Positions held: Chairman, Nominating 
Committee, New Jersey State Organization 
for Public Health Nursing; Member, Execu- 
tive Committee, Board and Committee Mem- 
bers’ Section, N.O.P.H.N. Present position: 
President, Moorestown, N. J., Visiting Nurse 
Association; Vice-Chairman, Board and 
Committee Members’ Section, N.O.P.H.N.; 
Member, Welfare Board, Moorestown, N. J. 


Graduate, Vassar 


Directors—Non-Nurse Members (Five to be 


chosen.) 
Henry Boudreau, M.D. 


M.D., C.M., McGill University, Montreal, 
Canada; Externe, Royal Victoria Hospital, 
Montreal. Positions held: Director, Division 
of Communicable Diseases, Ohio State De- 
partment of Health; Associate in Preventive 
Medicine, Ohio State University; Statistician- 
Epidemiologist, Health Section, Secretariat of 
the League of Nations; Director, Health Or- 
ganization of the League; Director, Service of 
Epidemiological Intelligence and Public Health 
Statistics, League; traveled extensively in con- 
nection with the League’s health work in Eu- 
rope, Russia, the Far East, and South 
America; author of numerous articles and 
lecturer in many universities on epidemiology 
and public health administration. Present 
position: Executive Director, Milbank Memo- 
rial Fund, New York, N. Y. 


New York, N. Y. 


Harry M. Carey—Providence, R. I. 

Graduate, University of Michigan, Ann 
Arbor. Positions held: Chairman, Advisory 
Board, Community Chests and Councils, Inc., 
New York City; Member, Finance Commit- 
tee, American Association of Social Workers, 
New York City; Member, Executive Commit- 
tee, Providence Chapter, A.A.S.W.; Executive 
Secretary, Community Welfare Federation, 
Wilkes Barre, Pa.; Executive Secretary, Du- 
luth Community Fund, Duluth, Minn.; As- 
sistant Secretary, Detroit Community Fund, 
Detroit, Mich.; Chairman, New England Con- 
ference of Chests and Councils. Present posi- 
tions: Executive Secretary, Providence- 
Cranston Community Fund; Secretary, Provi- 
dence Council of Social Agencies; Secretary, 
Health Division, Providence Council of Social 
Agencies; Member of Corporation, Butler 
Hospital; Instructor, Community Organiza- 
tion, Boston College School of Social Work. 


Constance Morss Fiske (Mrs. Gardiner H.)— 
Boston, Mass. 


Graduate, Radcliffe College, Cambridge, 
Mass. Member of Board, Community Health 
Association, Boston; Vice-president and chair- 
man of Publicity Committee, Community 
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Health Association; Member, Ladies’ Visiting 
Committee, Massachusetts General Hospital; 
Member, Advisory Board, Boston Tubercu- 
losis Association; Member, Speakers’ Bureau, 
Boston Community Fund. 


David D. Hunting—Grand Rapids, Mich 


Graduate, University of Michigan, Ann 
Arbor. Positions held: President, Commu 
nity Health Service, Grand Rapids, for two 
years, during which period an amalgamation 
of the Visiting Nurse Association and Clinic 
for Infant Feeding took place and a com- 
bined program for both agencies was de 
veloped. Present position Director and 
Vice-President of Community Chest, Grand 
Rapids; Member of the City of Grand 
Rapids Health Council of Five. 


Alfred E. Shipley, M.D., D.P.H.—Brooklyn, 
N.Y. 


Positions held Secretary, Department of 
Health, New York City; Secretary, Medical 
Advisory Committee, American National Red 
Cross; Public Health Consultant; Chairman, 
Public Health Committee, King’s County 
Medical Society, Brooklyn; Deputy Commis 
sioner, Department of Hospitals, New York 
City; Professor, Preventive Medicine and 
Community Health, Long Island College ot 
Medicine, Brooklyn. Present positions, Presi 
dent, Brooklyn Health Council; Head of the 
Department of Preventive Medicine and Com 
munity Health, Long Island College of Medi 
cine, Brooklyn, N. Y. 


Elizabeth P. Taylor—Little Rock, Ark. 


Graduate, Bryn Mawr College. Positions 
held: President, Junior League of Little Rock; 
Director, Secretary, and President, Association 
of Junior Leagues of America. Present posi- 
tions: Member of the Board of the newly 
organized Visiting Nurse Association in Little 
Rock; Member of the Board of the Arkansas 
State Conference of Social Work. 


Louise Benedict Thuss (Mrs. William Getz) 
Birmingham, Ala. 
Graduate, Vanderbilt 

Tenn. Positions held 

dent, and Placement Chairman, Birmingham 

Junior League. Present positions: Publicity 

Chairman, Children’s Committee of the Com- 

munity Chest; Member, Board of the Mercy 

Home; Member, Board of the Beulah Moore 

Day Nursery for Negro Children; President, 

Board of Directors, Bureau for Visiting Nurses 

sponsored by the Birmingham Junior League 

and the Department of Public Health, Birm- 
ingham, Ala. 


Clifford E. Waller, M.D—Washington, D.C 


M.D., George Washington University, Wash- 
ington, D. C.; postgraduate work, Hygienic 
Laboratory, U. S. Public Health Service. 
Positions held: Health Officer, Raleigh and 
Wake County, North Carolina; State Com- 
missioner of Health, New Mexico; Director, 


University, Nashville, 
Treasurer, Vice-Presi- 
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County Health Work, State Health Depart- 
ment, Georgia; Assistant to the Chief, States 
Relations Division, U. S. Public Health Serv- 
ice; Assistant to the Chief, Venereal Disease 


Division, U. S. Public Health Service. Present - 


position: Assistant Surgeon General in charge 
of States Relations Division, U. S. Public 
Health Service. 


Margaret H. Watkins (Mrs. James K.)—De- 
troit, Mich. 


Positions held: President, Board of Trustees, 
Detroit Visiting Nurse Association. Present 
positions: Member, Board of Trustees, De- 
troit Visiting Nurse Association; Member, De- 
troit Council on Community Nursing; Vice- 
President, Health Council, Metropolitan De- 
troit; Chairman, Advisory Committee to 
Harper Hospital School of Nursing; Member 
of Board, Michigan State Organization for 
Public Health Nursing. 


Abel Wolman—Baltimore, Md. 


B.S. in Engineering, Johns Hopkins Uni- 
versity, Baltimore; Honorary Doctor of En- 
gineering, 1937, Johns Hopkins University. As- 
sistant Engineer, and now Chief Engineer of 
the Maryland State Department of Health, 
from 1913 to the present date; Lecturer in 
Sanitary Engineering, School of Hygiene and 
Public Health, Johns Hopkins University; 
Lecturer in Sanitary Engineering at Harvard, 
Princeton, University of Southern California, 
University of Chicago; Advisory Engineer on 
Water Supply at Baltimore City Water De- 
partment; Consulting Engineer, U. S. Engi- 
neers Corps and U. S. Public Health Service; 
member of many organizations and committees 
on public health and public health engineering, 
and President-Elect of the American Public 
Health Association. 


Nominating Committee (1938-40): (Three to 
be chosen.) 


Mary J. Dunn—Washington, D.C. 


Graduate, House of Mercy School of Nurs- 
ing, Pittsfield, Mass.; B.S., M.A., Columbia 
University, New York City. Positions held: 
City and County Public Health Nurse, New 
York State; Consultant, Maternal and Child 
Hygiene, New York State Department of 
Health, Albany, N. Y.; Instructor in Child 
Care, Nursery School, Cornell University, 
Ithaca, N. Y.; Educational Director, Child 
Hygiene, Bureau of Nursing, New York City 
Department of Health; Extension Instructor, 
Teachers College, Columbia University; Asso- 
ciate Professor, Public Health Nursing, Vander- 
bilt University, Nashville, Tenn. Present 
position: Public Health Nursing Consultant, 
U. S. Public Health Service. 


Ruth W. Hay—Berkeley, Calif. 


A.B., Ohio Wesleyan University, Columbus, 
Ohio; Graduate, Lakeside Hospital School of 
Nursing, Cleveland, Ohio; Public Health Nurs- 
ing Certificate and M.S., Western Reserve Uni- 





versity, Cleveland. Positions held: School 
Nurse, Cleveland Public Schools; Rural Pub- 
lic Health Nurse, Chaffey Union High School, 
Ontario, Calif.; Advisory Public Health Nurse, 
Bureau of Child Hygiene, California State De- 
partment of Public Health; Assistant Professor 
of Public Health Nursing, School of Nursing, 
Vanderbilt University, Nashville, Tenn.; As- 
sistant Professor of Public Health Nursing, 
School of Applied Social Sciences, Western Re- 
serve University. Present position: Assistant 
Professor of Public Health Nursing, Division 
of Nursing Education, Department of Hygiene, 
University of California, Berkeley, Calif. 


Sophie C. Nelson—Boston, Mass. 

Graduate, Waltham Training School for 
Nurses, Waltham, Mass. Positions held: In- 
fant Welfare Nurse, Board of Health, Cam- 
bridge, Mass.; Chief Nurse, Overseas, Ameri- 
can Red Cross, Children’s Bureau, Lyons 
Area; Superintendent, Public Health Nursing 
Association, Louisville, Kentucky; American 
Red Cross Field Director for Nursing Service 
in Central Europe and the Balkans for Relief 
Program; Director of Nursing, Boston Health 
League; Superintendent, Visiting Nurse As- 
sociation, St. Louis, Mo.; President of 
N.O.P.H.N., 1930-34. Present position: Di- 
rector, Visiting Nurse Service, John Hancock 
Mutual Life Insurance Company, Boston, 
Mass. 


Emilie G. Robson—St. Louis, Mo. 


Graduate, Presbyterian Hospital School of 
Nursing, New York City; postgraduate study, 
Teachers College, Columbia University, New 
York City. Positions held: Head Nurse, 
Presbyterian Hospital, New York City; Nurse, 
U. S. Army; Assistant Instructor, Teachers 
College, Columbia University; Educational 
Director, Henry Street Visiting Nurse Service, 
New York City. Present position: Director, 
Visiting Nurse Association, St. Louis, Mo. 


Emilie G. Sargent—Detroit, Mich. 


Graduate, Mount Sinai School of Nursing, 
Detroit, Mich. Positions held: Field Nurse, 
Assistant Director, Visiting Nurse Association, 
Detroit, Mich. President, Detroit District 
Nurses’ Association; Treasurer and President, 
Michigan State Nurses’ Association; Member, 
Board of Directors of the American Nurses’ 
Association; Member, Board of Directors, 
American Journal of Nursing. Chairman, Or- 
ganization Committee, N.O.P.H.N. Present 
position: Executive Director, Visiting Nurse 
Association, Detroit, Mich. 


William P. Shepard, M.D—San Francisco, 
Calif. 


M.A. and M.D., University of Minnesota, 
Minneapolis. Pacific Coast Welfare Director 
and Assistant Secretary, Metropolitan Life In- 
surance Company; Clinical Professor of Pub- 
lic Health and Preventive Medicine, Stanford 
University School of Medicine; Lecturer in 
Health Education, Curricula in Public Health, 
University of California. 
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THE SCHOOL NURSE AS A HEALTH SUPERVISOR 


The nurse’s activities in the school 
should be used as a means of interpret- 
ing the importance of essential health 


behaviors to the teacher and to the pupils 
\Y, ae placed on co6perative ac- 

tion in the fields of public health, 
social welfare, and education. The pub- 
lic health nurse has been described often 
as the connecting link between the 
health department and the home, or be- 
tween the school and the home, or be- 
tween the health department and the 
school and the home. Hers is an ex- 
ceedingly important job—perhaps the 
most important job of all the health 
workers. Every contact the public 
health nurse makes in the home or in 
the schoo] has inherent within it the 
possibilities of good education or poor 
education. It is important, therefore, 
that the public health nurse be first and 
foremost—in addition to a technically 
well prepared nurse—an educator. This 
is especially true when her activities 
carry her into schools where she is ex- 
pected to help teachers with their health 
programs. 

Before the nurse can be of much as- 
sistance to the teacher, it is necessary 
that she have a thorough understanding 
of what is meant by a comprehensive 
school health program. Too often the 
schoolroom health activities of the nurse 
have centered around health inspection, 
checking up on contagion, or giving an 
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occasional health talk. While each of 
these activities has value in itself, little 
is accomplished toward the achievement 
of the objectives inherent in a compre- 
hensive health program unless there is 
understanding of the way in which the 
activities can contribute to carrying out 
the objectives. The activities should be 
thought of, not as ends in themselves, 
but as means of interpreting the impor- 
tance of essential health behaviors to 
the teachers and to the pupils. 

Interpretation, therefore, is an impor- 
tant part of the nurse’s schoolroom ac- 
tivities. It is desirable that she think of 
herself as a helper to the teacher. In 
this capacity the public health nurse be- 
comes an educational supervisor. 

WHAT IS SUPERVISION? 

Supervision, educationally speaking, 
is the improvement of teaching. A super- 
visor is a helper, a codperator, some- 
times a friendly and constructive critic. 
She is never an inspector nor a destruc- 
tive critic. She is interested first and 
foremost in the teacher and in helping 
her to do a better job. She is interested 
in the pupils, of course, but her primary 
concern is in helping the teacher do a 
better job with the pupils. 

A health inspection of pupils which 
teaches the teacher nothing about the 
significance of the findings nor the tech- 
nique of doing the inspection herself—a 
health inspection which year in and year 
out must be done by the nurse—is not 
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fulfilling the educational objectives of 
that inspection. A health inspection in 
which the teacher as well as the pupils 


actively participate should result in the’ 


development of a greater health aware- 
ness on the part of teacher and pupils 
alike; more responsibility of the teacher 
and pupils for correction of defects; 
keener observation for early symptoms 
of communicable disease; an under- 
standing of why the procedure is im- 
portant, and what teacher and pupil 
working with the nurse can do to make 
their school a happier, healthier place 
to be. Other examples might be cited. 


USE OF CLASSROOM VISIT 


The nurse, as a teacher-helper, can 
lighten her burden by utilizing every 
visit to the classroom and every contact 
with the teacher as an educational op- 
portunity for helping the teacher to im- 
prove her health program. To do this 
it is very important that the nurse 
establish congenial and friendly rela- 
tionships with the teacher and with the 
pupils. One way of doing this is to 
spend a little time occasionally just vis- 
iting, and showing an interest in the 
total school program. Another is to 
make a habit of always finding some- 
thing pleasant to say. When criticism 
is given on any part of the health pro- 
gram the nurse should try to be con- 
structive. Her suggestions should be 
positive and helpful. If the nurse feels 
she cannot be friendly and constructive 
in her criticisms, it is better not to say 
anything. This is the underlying phil- 
osophy of good supervision. The public 
health nurse acting in the capacity of a 
supervisor, to be successful, must be 
able to put into practice principles of 
good educational supervision. A few 
suggestions for doing this are as follows: 


PLANNING SUPERVISORY ACTIVITIES 


Planning supervisory activities for 
and with teachers is very important. 
Before outlining a program of activities 
the public health nurse should know: 
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The number of teachers in her district, 
something about their educational back- 
ground, their years in service, and the 
type of work they are doing. 


Something about the number and type 
of school buildings in which she will be 
working—that is, the physical facilities 
Something about the type of pupils 


Something about the 
required in the schools. 


type of program 


Something about adult organizations and 
community groups in the various school 
districts. 


Information of this kind may be ob- 
tained with the codperation of the 
county school commissioner* or super- 
intendent of schools. If information is 
not available in the educational office, 
perhaps a survey may be made under 
the auspices of the local educational 
authorities. Knowing something about 
the situation before outlining definite 
plans or programs is very important. 
Planning in terms of actual needs is, 
perhaps, the most important single 
activity of the good supervisor. 

Planning should also include the use 
of various tools of supervision. Some 
of the more common tools which seem 
applicable to the public health nurse as 
a supervisor are visitation, individual 
and group conferences, teachers’ meet- 
ings, and the use of bulletins and printed 
materials. 


VISITING THE CLASSROOM 


The first visit to a classroom ought to 
be primarily a social call. The public 
health nurse should be interested in 
everything that is going on in the class- 
room—not only in the strictly health 
phases of its activities. The primary 
objective of the first visit should be to 
get acquainted or to renew acquaintance 
with the teacher, the pupils, and the 
situation. The teacher should not be 
expected to stop her work; she should 


*The term county school commissioner as 
used in this paper is equivalent to the term 
county superintendent of schools used in many 
states. 
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be encouraged to go on. The nurse 
should make herself as inconspicuous as 
possible. She may remove her.coat and 
hat and take a seat in the back of the 
room where she does not attract atten- 
tion. She should be an interested ob- 
server and stay long enough to see at 
least one or two recitation periods. When 
she leaves, she should make, some 
pleasant comment to the teacher about 
her schoolroom or children or the lesson 
and should ask the teacher if she has 
any problems with which she may help 
her. Perhaps twenty to forty minutes 
is a good average period for such a visit. 
When the nurse gets outside she should 
make notes of the observation for her 
own use. A form for recording these 
notes may be developed. 


WHAT TO OBSERVE 


Some of the things the nurse should 
observe in her visits are: 


1. The appearance of the classroom and 
schoolyard: cleanliness, orderliness, at- 
tractiveness, sanitation, ventilation, tem- 
perature, lighting, seating, position of 
teacher’s desk, presence or absence of 
screens, shades, and curtains. 


2. The facilities and materials with which 
to work: the presence of a library, book 
corner, work table, sand boxes, aquarium, 
victrola, piano, blackboards, construc- 
tional materials, pictures, drawing and 


modeling materials, and other materials 


3. The children: their appearance, approxi 


mate ages, posture, general health, 
speech, manner of responding to the 
teacher, reactions toward each other, 


freedom of movement in room, apparent 
interests. Note individual 
well as the group. 


children as 


4. The teacher: her appearance, posture, 
general health, speech, sense of humor 
manner of approach to children, means 
of securing discipline, authoritativeness, 
interest in the children, and extent to 
which congenial and helpful relationships 
exist within room. 


wm 


The amount of time d voted to specific 
activities, such as arithmetic, spelling, 
hygiene, reading. 
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Follow-up visits may be for specific 
purposes. The teacher may plan for the 
visit for the purpose of discussing some 
part of her program. The nurse may 
contribute to some activity in progress 
or she may wish to visit for the express 
purpose of observing specific children or 
specific activities. 

Regardless of the purpose of the 
follow-up visits, the nurse should always 
express an interest in what went on 
during her stay. 

All visits to teachers should be care- 
fully planned beforehand and _ notes 
made afterwards. Sometimes it may be 
helpful to give the teacher or principal 
or county school commissioner a copy 
of the notes. 


INDIVIDUAL AND GROUP CONFERENCES 


A logical follow-up of the visit to the 
classroom is a conference with the teach- 
er visited. These conferences may be 
held with two or more teachers when the 
problems to be discussed are similar. 
The advantage of the individual confer- 
ence is that it enables the nurse and 
teacher to become better acquainted and 
to discuss freely any problems affecting 
the teacher’s work. This can be accom- 
plished in a small group conference if 
the teachers concerned are congenial 
with one another. In addition, confer- 
ences should be held if possible when- 
ever teachers ask for them. 

The nurse should prepare carefully 
for all conferences and be able to offer 
constructive and helpful suggestions. 


‘Conferences should not last more than 


an hour unless some social activity is to 
be planned in addition. They should 
not be less than twenty to forty min- 
utes, however; otherwise the element of 
haste enters. Not more than three or 
four different points should be discussed. 


“WHAT PROBLEMS SHALL WE DISCUSS?” 


The nurse should make every effort to 
understand the teacher’s problem and 
viewpoint. It is good practice to begin 
the conference by asking the teacher to 
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state the problem to be discussed, or by 
asking leading questions which will give 
the teacher the opportunity to open the 
discussion. The nurse should try not to 
do too much telling, since listening and 
counseling are more appropriate. In 
making her comments, she should begin 
with the good things in the situation, 
then discuss the weaknesses and offer 
suggestions for overcoming them. After 
the conference, notes should be made. 
The following outline form might be 
helpful: 


Date: Conference with 
Problems discussed: 
Suggestions offered: 
General outcomes: 


Teachers’ meetings are a good way of 
presenting ideas to the entire group and 
may be used as an exchange of ideas for 
the teachers themselves. The first meet- 
ing, like the first visit, should aim pri- 
marily at getting acquainted. At least 
one helpful idea, however, should be 
planned; for example, sources of mate- 
rials, how to do a health inspection, how 
to find problems, an exhibit of work 
done in the schools, or a demonstration 
lesson. The formal part of the meeting 
should not exceed one hour. Teachers 
should be asked for ideas concerning the 
frequency and type of meetings, and 
committees appointed or elected to plan 
these meetings. The nurse should act in 
the capacity of a helper and guide, and 
consider herself a member of the group. 
At no time should a supervisor give the 
impression of being superior to those 
whom she is trying to help. 


BULLETINS AND PRINTED MATERIALS 


From time to time it is helpful if the 
nurse can prepare bulletins or mimeo- 
graphed materials, or obtain free printed 
materials for the use of her teachers. To 
provide teachers indiscriminately with 
materials is not a good thing; the nurse 
should know her teachers’ problems well 
enough so that when she discovers new 
and interesting material that will be 
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helpful she can refer it to the teachers 
without waiting to be asked. This 
means that the nurse needs to plan a 
little time each week when she can 
browse and hunt for materials. This 
also means that the nurse must keep in 
contact with bulletins from the state, 
county, and federal departments of edu- 
cation and health. She should be a sub- 
scriber to at least a few helpful period- 
icals and continually be alert for new 
and inexpensive sources of good infor- 
mation. 

In this connection, the nurse may ask 
teachers doing good pieces of work to 
write them up for the use of other 
teachers in the district. Some of these 
materials may be presented in connec- 
tion with teachers’ meetings. Narrative 
accounts of successful experiences of 
other teachers in similar situations are 
of particular interest to teachers, and an 
excellent way to show the application of 
principles of health education. There is 
considerable psychological value in giv- 
ing publicity to work well done by 
teachers. Bulletins, open letters to 
teachers or newspapers, and verbal ac- 
counts at teachers’ meetings are excellent 
devices for obtaining this recognition for 
teachers. 


EVALUATION OF SUPERVISION 


From time to time the nurse should 
try to evaluate her success as a super- 
visor. In her program of supervision 
she has gone through several steps: 

1. She has first surveyed the situation and 


determined on a plan of action. This 
included a statement of her objectives 


Nm 


She has selected a group of problems and 
perhaps a group of schools on which to 
concentrate. 


3. She has established 
teachers concerned. 


rapport with the 


4. She has carried out her plan, utilizing 
various supervisory tools to accomplish 
the objectives decided upon. 


5. Finally, she checks back on herself and 
evaluates the outcome of her work in the 
light of her objectives. 
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SCHOOL NURSING INSTITUTE 


A school nursing institute will be held 
on April 23 and 24 just preceding the 
Biennial Convention in Kansas City, 
Mo., under the auspices of the School 
Nursing Section of the National Organ- 
ization for Public Health Nursing, with 
Lula P. Dilworth, chairman, presiding. 
The institute will be conducted under 
the leadership of Marie L. Swanson, 
State Supervisor of School Nursing, New 
York State Department of Education. 

This institute will be concerned with 
the actual problems of the nurse in ser- 
vice rather than administrative prob- 
lems, in order that the subject matter 
may apply to nurses doing full-time 


school work as well as nurses who are 
doing school service in a generalized pro- 
gram in rural and urban situations. It 
will be open to all nurses participating 
in school nursing who are members of 
the N.O.P.H.N., and representation from 
a service will not be limited to one per- 
son as in the case of the other institutes 
to be given at this time. (See PusBtiic 
HEALTH NuRSING, January 1938, page 
54.) The registration fee is $3. Regis- 
trations should reach the N.O.P.H.N., 
50 West 50 Street, New York, N. Y., 
before April 1. Attendance is limited to 
60, and registrations will be accepted in 
the order of their application. 
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THE PUBLIC HEALTH NURSE 


Published by the Department of Philanthropic In 
formation, Central Hanover Bank and Trust 
Company, New York, 1937. 54pp.* 

The Central Hanover Bank and Trust 
Company eight years ago established a 
department of philanthropic informa- 
tion to collect and furnish information 
with respect to philanthropic work. This 
department has recently published an 
admirable booklet of fifty-four pages en- 
titled The Public Health Nurse. 

This book gives a concise outline of 
the establishment, by William Rathbone 
in Liverpool in 1859, of the first public 
health nurse, the growth of public 
health nursing service—especially in this 
country—the vital necessity of such 
nursing, and the character of the nurs- 
ing work now performed by the public 
health authorities and the private phil- 
anthropic organizations in their respec- 
tive fields. 

Even to one who for many years has 
been acquainted with the work, this 
brief statement is stimulating and sug- 
gestive. To one unfamiliar, or only 
knowing the work in a general way, it 
will furnish an appealing picture of 
what is being accomplished and what 
can be accomplished in this field. 

“T was sick and ye visited me” has 
always carried a strong appeal. Today, 
due to the advance in medical knowl- 
edge, the visit must be by a doctor or 
by a trained public health nurse, if not 
only sympathy but real help is to be 
given. 

However, as this book so admirably 
points out, the public health nurse not 


*Information with regard to securing copies of 
this booklet may be obtained from the Nationa! 
Organization for Public Health Nursing, 50 West 
50 Street, New York, N. Y. 














only brings sympathy and help to the 
sick but her most important work lies in 
preventing illness. In the old days, to 
visit the sick was the most that could be 
done. Today we know that illness can 
to a large extent be prevented, and it is 
the gublic health nurse who is in the 
foreground of the battle to prevent 
illness through knowledge of preventive 
medicine. 

Great discoveries have been and are 
being made in medical knowledge, but 
these discoveries if confined to the lab- 
oratory are sterile. This knowledge and 
its practical application must be brought 
into the homes of individuals, and the 
public health nurse is one of the most 
important means of accomplishing this 
result. 

A reading of this book cz.n be recom- 
mended to the layman desiring an ap- 
pealing account of the means by which 
modern medical knowledge is brought 
into the homes of the poor, and to any- 
one seeking a field in which his money, 
upon his death or during his life, may 
be wisely and usefully applied so as to 
pay satisfying dividends in health and 
happiness to the public. 

MALcoLM DONALD 
Boston, Massachusetts 


AMERICAN MEDICINE 


The Amer- 
New York, 


Volume_I, 678pp. Volume II, 
ican Found ation, 565 Fifth 
n. YY. Ba. GE 


1435pp. 
Avenue, 


This comprehensive report of a study 
of the organization of medical care con- 
tains much controversial material with 
which all nurses, and especially public 
health nurses, should be familiar. 

The study was made under the 
auspices of The American Foundation 


Studies in Government. It represents 
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the opinions of a large group of repre- 
sentative medical men in various phases 
of medical practice and has since result- 
ed in recommendations from a large 
group of medical men as to what they 
believe should be next steps in providing 
adequate medical care. 

Public health nurses will be especially 
interested in the chapters devoted to 
public health organization and health 
insurance. The survey of various ex- 
perimental plans of public health organ- 
ization is also of interest. E. W. M. 


EMOTIONAL HYGIENE—THE ART OF 
UNDERSTANDING 


By Camilla M. Anderson, M.D. 242pp. J. B. Lip- 
pincott Company, Philadelphia, 1937. $2 

This is a helpful book concerning the 
understanding and adjustment of emo- 
tional problems. It is presented in the 
form of three units: (1) Biological and 
Social Bases of Behavior (2) Person- 
ality and Adjustment (3) Emotions in 
Relation to Special Fields. 

The first unit includes an illuminating 
discussion of the basic and secondary 
emotional patterns, followed by a clear 
explanation of how people differ in their 
way of meeting difficulties, and why. 
Emphasis is placed on the need of each 
individual to develop a well integrated 
personality. 

The second unit was written with the 
nurse in mind, and comprises a discus- 
sion of the nurse’s relations with pa- 
tients, relatives, colleagues, and others. 
The reader might wish for a fuller dis- 
cussion of fewer types of situations. 

One of the chapters in the third unit 
is a brief resumé of the special oppor- 
tunity in the area of emotional hygiene 
open to the public health nurse who has 
some insight into personality problems 
and who comprehends the relationship 
between psychic and somatic factors. 
Here again the author’s presentation 
seems somewhat scanty and scattered, 
but the material is stimulating to think- 
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ing and to further study. According to 
Dr. Anderson, the public health nurse 
should be a fine, happy person, mature 
in the handling of her own problems as 
well as capable of understanding those 
of others. 
GLEE L. HAstTINGs 
New York, N.Y. 


CRIPPLED CHILDREN; THEIR TREATMENT 
AND ORTHOPEDIC NURSING 
By Earl D. Me Bride, M.D., and Winifred R. Sink. 


379pp. The C. V. Mosby Company, St. Louis, 
second edition, 1937. $3.50. 


The authors of this most interesting 
book have covered a large field in a 
simple, concise way. Instructors of 
nurses will find many splendid ideas, 
and nurses who have not specialized in 
orthopedics will find a fascinating field 
presented in a comprehensive and effec- 
tive manner. 

The process of selection and omission 
in this subject must have been one of 
the most difficult of tasks for the 
authors. The only regret that can be 
expressed is that public health nursing 
and occupational therapy could not have 
been given more space. 


ALICE FITZGERALD, R.N. 
New York, N. Y. 


HOME PLAY AND PLAY EQUIPMENT FOR 
THE PRESCHOOL CHILD 
{ feet States Children’s Bureau Publication No. 


238, U. S. Government Printing Office, Wash- 
ington, D. C. 20pp. 10c. 


A frequent error which fond parents 
and relatives make in purchasing toys is 
their reliance on price as a basis’ for 
making a choice, the assumption being 
that the more expensive the toy is the 
better it is. The introductory pages of 
this pamphlet provide a better guide, as 
they explain what kind of things chil- 
dren like to do and the kind of activities 
which are beneficial to them. In addi- 
tion, directions are given for construct- 
ing some of the outdoor equipment 
recommended. A. J. M. 








PUBLIC 


HEALTH NURSING 


Vol. 30 


RECENT PUBLICATIONS AND CURRENT PERIODICALS 


GENERAL 


Cuitp LaBor AND THE NATION’s HEALTH. S. 


Adolphus Knopf, M.D. The Christopher 

Publishing House, Boston, 1937. 32pp. 50c. 

This pamphlet not only presents the health 
side of the arguments for the child labor 
amendment but also presents the case for a 
ministry of public health in the Federal Gov- 
ernment. 


ORGANIZING THE COMMUNITY FOR DELIN- 
QUENCY PREVENTION. Community Planning 
Bulletin No. 93, October 1937. Community 
Chests and Councils, Inc., 155 East 44 
Street, New York. 27pp. 50c. 

Summary of the Jacksonville study of fam- 
ilies of 100 delinquent youth together with the 
committee findings of the Blue Ridge institute 
(1937) for southern social work executives. 


A Donor’s DitemMMaA. Barclay Acheson. Com- 
munity Chests and Councils, Inc., 155 East 
44 Street, New York, September 1937. 3pp. 
10c. 


Nurstnc AND Lire Insurance. Alma C. 
Haupt. The International Nursing Review, 
Vol. XI, No. 4, 1937, p. 471. 

A review of public health nursing service 
offered by insurance companies. 


DEATH COMES TO THE AVERAGE MAN. 
tune, November 1937, p. 140. 


For- 


“A layman’s account of some of the things 
that can go wrong with heart and arteries”’ 
This article is excellent teaching material. 


UNEMPLOYMENT IN 1937. 
1937, p. 99. 
Available also as a reprint from the Amer- 
ican Public Welfare Association, 850 East 58 
Street, Chicago, Ill., 16pp. 25c. 


Fortune, October 


Opportunity—Journal of Negro Life, Novem- 


ber 1937. Published by the National Urban 

League, 1133 Broadway, New York. Single 

copy 15c. 

This issue is devoted entirely to the subject 
of Negro nursing. There are many telling 
problems presented here which should interest 
both white and Negro public health nurses. 
The place and the problems of Negro nurses 
in public health nursing are discussed by Dor- 
othy Deming in an article in which she points 
out the essentials which must be met to make 
this service a success. A rural Negro nurse 
presents a picture of a broad public health 
nursing program for Negroes in the Ever- 
glades of Florida. 


Nurses’ Unions. Gertrude Dubois, Pacific 
Coast Journal of Nursing, November 1937, 
p. 686. 

This very thoughtful presentation of a con- 
troversial subject is of interest to all nurses 
and to all laymen interested in any phase of 
nursing. It goes to the heart of the problem, 
showing the strengths and weaknesses of pro- 
fessional organizations as well as of the unions 
themselves. It offers much food for thought 
and will bear serious study by board and com- 
mittee members of employing agencies and by 
leaders of state organizations for public health 
nursing. 


A TEXTBOOK OF BACTERIOLOGY AND Its APPLI- 
caTions. Curtis M. Hilliard, Ginn and 
Company, New York, revised edition 1936 
339pp. $3.50. 


Hurt at Home. Sare at Home. National 
Safety Council, 20 North Wacker Drive, 
Chicago, 1937. lipp. and 24pp. 10c each. 
Hurt at Home is a survey of the causes and 

results of home accidents which sent 4602 per- 

sons for treatment to Cook County Hospital, 

Chicago, Illinois; and Safe at Home is an 

attractive pamphlet describing, room by room, 

the common hazards to be found in homes. 

An effort has been made to give a positive 

note to the teaching by adroit use of captions. 


An INTRODUCTION TO THE SOCIAL STUDIES. 
Joseph K. Hart, Ph.D. The Macmillan 
Company, New York, 1937. 203pp. $2. 
An elementary textbook for professional and 

preparatory groups. 


BACTERIOLOGY FOR NURSES—WITH A LABORA- 
tory Manuar. Royall M. Calder, M.D. 
W. B. Saunders Company, Philadelphia, 
second edition, 1937. 320pp. $2.25. 


BACTERIOLOGY FOR Nurses. Mary Elizabeth 
Morse, M.D., and Martin Frobisher, Jr. 
D.Sc. W. B. Saunders Company, Philadel- 
phia, fifth edition, .937. 482pp. $2.50. 


TEXTBOOK OF MATERIA Mepica, PHARMACOL- 
OGY, AND THERAPEUTICs. A. S. Blumgarten, 
M.D. The Macmillan Company, New York, 
seventh edition, 1937. 845pp. $3. 


MILLIONS OF PATIENTS—WHAT THE LEAGUE Is 
DorInc FOR THE WorLD’s HEALTH. Victor 
Heiser, M.D. League of Nations Associa- 
tion, Mid-West Office, 75 East Wacker Drive, 
Chicago, January 1937. 30pp. 10c. 

What the League of Nations is doing for 
the world’s health. 
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® The School Nursing Section of the 
Department of Health and Physical 


Education of the National Education 
Association will meet in Atlanta, Ga., 
April 20-23. This meeting will be of 
particular interest to school nurses in 
the southern states who are not plan- 
ning to attend the Biennial Convention 
in Kansas City. 


® The better preparation of those who 
are working in the field of the education 
of the handicapped will be stimulated by 
the offer of a number of scholarships 
and teaching fellowships for further 
study in this field. Teachers College, 
Columbia University, offers for the year 
1938-39 a limited number of scholar- 
ships and fellowships for graduates of 
normal schools and colleges and for 
teachers now in service in fields of the 
handicapped, who wish to continue their 
study programs in a combination of 
courses given at Teachers College. One 
of the groups to which these scholarships 
are open is that of nurses and adminis- 
trative officers in public or private 
agencies dealing with the education, re- 
habilitation, and vocational placement 
of the handicapped. 

Scholarship awards may include tui- 
tion, maintenance, and cash stipends. 
Scholarship awards will be based solely 
on the merits of the applicant and the 
amount of money available for grants. 
Appointments are made for one year on 
a probational basis. Programs of study 
may be arranged leading to the degree 
of Bachelor of Science, Master of Arts, 
Doctor of Philosophy, or Doctor of 
Education, or an appropriate Teach- 
ers College professional diploma. The 
technical, practical, and professional 


work is given jointly by Teachers Col- 
lege and codperating institutions. 

Application forms for scholarships 
and fellowships may be obtained by 
writing to Professor Merle E. Frampton, 
Teachers College, Columbia University, 
525 West 120 Street, New York, N. Y. 
Applications must be filed not later than 
May 1, 1938. 


® The 1938 National Safety Congress 
will be held in Chicago, Ill., October 
10-14. This year is the Silver Jubilee 
year of the National Safety Council. 


*Sir Truby King, who founded the 
Royal New Zealand Society for the 
Health of Women and Children—known 
as the Plunket Society—died in Welling- 
ton, New Zealand, on February 9. 


® A $25,000 contribution to traffic safety 
was made by Alfred P. Sloan, chairman 
of the board of General Motors Cor- 
poration on January 13, when he gave 
this amount to the Automobile Safety 
Foundation as a tangible expression of 
his regard for the safety activities of 
Paul G. Hoffman, president of the 
Foundation, over a period of years. The 
Automobile Safety Foundation will use 
the money for awards in the 1937 Na- 
tional Traffic Safety Contest conducted 
by the National Safety Council. Twelve 
police officers and eight traffic engineers 
will be selected from the prize-winning 
cities and states in the contest and sent 
to Northwestern and Harvard Universi- 
ties for a year’s training in traffic safety. 


® A fresh effort to combat tuberculosis 
in a country district is under way in 
the Berkshires under the direction of 
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the Massachusetts State Health De- 
partment, with financial assistance from 
The Commonwealth Fund. A study of 


1270 family associates and other con-: 


tacts of known cases has revealed 33 
active cases, half of whom would prob- 
ably have not been discovered and given 
early treatment under ordinary medical 
and public health care. The study does 
not expect to give quick results but 
hopes to find the way to wipe out tuber- 
culosis in a given rural area, if such a 
thing is possible. 


° “Your Health!” is the 1937-38 radio 
program being broadcast every Wednes- 
day from 2:00 to 2:30 p. m. eastern 
standard time by the American Medical 
Association and National Broadcasting 
Company over the Red network. These 
dramatized health messages may be used 
as health education material in junior 
and senior high schools. They will also 


be of interest to parents in the home. 
A list of stations to which the program 


is available may be secured from 
Hygeia magazine or from the American 
Medical Association, 535 North Dear- 
born Street, Chicago, III. 


® The Advisory Committee on Nursing 
in the New York City Health Depart- 
ment, organized in 1936, has shown the 
value of interested citizen groups to a 
department of health. This committee 
has informed itself regarding the work 
and the needs of the Bureau of Nursing 
and has also informed the people of 
New York through two leaflets issued 
in 1936 and in 1937, through other pub- 
lications, and through the newspapers. It 
has also helped to interpret to the Board 
of Estimate and Apportionment the 
needs of the Nursing Bureau, with the 
result that additional appropriations 
were made for the Bureau both in 1936 
and 1937. 


© The Connecticut State Nurses’ Asso- 
ciation will hold its annual meeting on 
May 10, 11, and 12 at the Hotel Bond 
in Hartford. 
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* The twenty-fourth annual observance 
of National Negro Health Week will be 
held from April 3 to April 10, Its special 
objective for this year is ‘““The Family 
Doctor’s Opportunity in Community 
Health Service.” For information about 
this week write to the National Negro 
Health Week Committee, U. S. Public 
Health Service, Washington, D.C. 


® China’s contributions to medicine will 
be one of the features to be displayed at 
the 1939 Golden Gate International Ex- 
position on San Francisco Bay. In 
China Village, a reproduction of a walled 
city, the early scientific discoveries of 
the Chinese will be shown. The ancient 
Chinese made the important discovery 
of the circulation of the blood 4000 
years ago and practiced dissection 2000 
years ago. Another display will point 
out the early Chinese development of a 
Materia Medica which was compiled in 
2500 B.C. Among other Chinese inno- 
vations is the public board of health, 
which was established 3000 years ago. 
This science exhibit will be sponsored by 
the American-born Chinese. 


* Ten registered nurses, the first to be 
selected from California for steward- 
nurse service on Southern Pacific trains, 
began their work on September 15 
aboard the Overland Limited to Chi- 
cago. Steward-nurses are carefully 
selected from many applicants. A pleas- 
ing, courteous personality, a trim ap- 
pearance, a high scholastic and _per- 
formance record, and wide experience 
are all important. Essential also is ex- 
perience in child care, and obstetrical 
experience may be very useful in case 
of emergencies. 


® This year marks the hundredth anni- 
versary of the birth of Louisa Lee 
Schuyler, pioneer leader in social wel- 
fare and public health causes. She was 
one of the founders of the National Soci- 
ety for the Prevention of Blindness; was 
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responsible for the system of state care 
for the insane in New York; aided in the 
establishment of the school of nursing at 
Bellevue Hospital; and founded the 
New York State Charities Aid Associa- 
tion. Shortly before her death in 1926, 
the National Society for the Prevention 
of Blindness selected her for the award 
of the Leslie Dana gold medal in recog- 
nition of her outstanding contributions 
in this field. 


* An institute on eye health is to be 
given by the National Society for the 
Prevention of Blindness in its offices at 
50 West 50 Street, New York, N. Y., 
March 28-April 22 inclusive, 1938. 
There is no tuition fee. Applications 
should be forwarded promptly to the 
Society as registration will be limited. 

This institute will be of particular 
interest to public health nursing super- 
visors and consultants. It will include 
lectures, discussions, and demonstra- 
tions by ophthalmologists, health officers, 
social workers, and members of the staff 
of the Society. For further information 
write The National Society for the Pre- 
vention of Blindness at the above ad- 
dress. 


® Thirty of America’s leading research 
laboratories are planning to have ex- 
hibits in the Hall of Science at the 1939 
Golden Gate International Exposition. 
Among those participating are the Mayo 
Clinic, the Jackson Clinic, the American 
Medical Association, and the American 
Society for the Control of Cancer. These 
laboratories will present a dramatic pic- 
ture of the latest advances in medicine 
and its related fields. The exhibit plans 
will also have the codperation of the 
country’s leading universities, including 
the University of California, Stanford 
University, the California Institute of 
Technology, University of Southern Cal- 
ifornia, Harvard University, University 
of Oregon, and the University of Wash- 
ington. 
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NEW APPOINTMENTS 
(For JV.S. Appointments see page 189) 


Mrs. Anna B. Lynch, Staff Nurse, Mamaroneck 
Health Center, Mamaroneck, N. Y. 

Mrs. Nell Fay Stewart, Public Health Nurse, 
Mt. Carroll, Ill. 

Sylvia Abbott, New York Hospital, New York, 
N. Y. 

Willa Louise Woods, Staff Nurse, Visiting 
Nurse Association of the Oranges and Ma- 
plewood, Orange, N. J. 

Leah Blaisdell, Educational Director, Henry 
Street Visiting Nurse Society, New York, 
N.Y. 

Leonie LeClerc, Medical Social Worker, 
Queens General Hospital, New York, N. Y. 

Mary Ferguson, Temporary Staff Nurse, Asso- 
ciation for Improving the Condition of the 
Poor, New York, N. Y. 

Frances Page, Community Nurse, American 
Red Cross, Monroe, La. 

Myrna Riggs, Charge Nurse, Westfield State 
Farm, Bedford Hills, N. Y. 

Ann Calley, Executive, Community Clothes 
Cupboard, Pittsfield, Mass. 

Mollie Stopsky, Committee for Care of Jewish 
Tuberculosis, New York, N. Y. 

Mrs. Marjorie W. Anderson, Medical Social 
Worker, City Home for Dependents, New 
York, N. Y. 

Dorothy Greiner, Tuberculosis Staff Nurse, 
Henry Phipps Institute, Philadelphia, Pa. 
Germaine Emerson, County Nurse, Hubbard 
County Health Department, Park Rapids, 

Minn. 

Dora M. Barnes, Supervising Nurse, Davidson 
County Health Department, Nashville, Tenn. 

Mary B. Keppel, Inspector of Welfare Institu- 
tions, State Department of Social Welfare, 
Albany, N. Y. 

Hazel Ames, Inspector of Welfare Institutions, 
State Department of Social Welfare, Albany, 
ee 

Helen Morahan, Staff Nurse, Visiting Nurse 
Association, Brooklyn, N. Y. 

Marcella Hayes, Clinic Nurse, Stamford Hos- 
pital, Stamford, Conn. 

Minerva Hurley, Public Health Nurse, Amer- 
ican Red Cross Nursing Service, Fresno, 
Calif. 

Gertrud Koetter, Staff Nurse, Judson Health 
Center, New York, N. Y. 

Mrs. Katherine K. Trace, Staff Medical So- 
cial Worker, Social Service Department, Mt. 
Sinai Hospital, New York, N. Y. 

Mrs. Isabel Horan Crosby, Medical Social 
Worker, Greenwich House, New York, N. Y. 

Mrs. Helen Work Rieser, Membership Secre- 
tary, Sterilization League of New Jersey, 
Princeton, N. J. 


Nurses who are registered with the Joint 
Vocational Service and who are interested in 
camp positions for the summer are requested 
to get in touch with the J.V.S., since requests 
for camp nurses are now being registered. 











Study Page for March 


Suggestions for Board Members, Executives, Staff Nurses, and Students 


The following questions are based on the published material in this number, 
and offer suggestions for the use of the magazine: 


Board Members 

How would you plan an adequate diet for the very young child? Low Cost Diet 
in Babyhood. Page 137. 

What are the early symptoms of infantile paralysis? What is the most important 
thing in treatment during the acute stage? The Essential Features of Polio- 
myelitis. Page 142. 

What are some of the needs—beside medical care—of the handicapped child? 
Needs of the Physically Handicapped Child. Page 171. 

In what room in the home do the most accidents occur? How would you protect 
your family from accidents in the home? Hazards in the Home. Page 165. 


Executives and Supervisors 
How can the staff education program be planned to meet the needs and problems 
of the staff? Vitalizing the Staff Education Program. Page 162. 
Who Shall Administer School Nursing—the department of health or the depart- 
ment of education? Page 195. 
In what ways does the Social Security Act affect American families? The Social 
Security Act and the American Family. Page 151. 


Staff 
What should the nurse know about causes of accidents in the home, in order to 
do effective teaching? See question 4 under Board members. 
What symptoms would lead you to suspect poliomyelitis? See question 2 under 
Board Members. 

What can the nurse do to help The Adult Who Is Hard-of-Hearing? Page 148. 
What should the nurse know about occupational diseases in order to help in their 
control? Occupational Diseases Challenge the Industrial Nurse. Page 158. 
How would you help the mother of low or moderate income plan her baby’s diet? 

See question 1 under Board Members. 
What responsibility has the school nurse for assisting the teachers to meet the 
health needs of the pupils? The School Nurse as a Health Subervisor. Page 195. 


Student Nurses 

What would you teach the mother of low or moderate income to include in a 
Low Cost Diet in Babyhood? Page 137. 

What proportion of poliomyelitis cases are diagnosed? What is the most im- 
portant principle underlying care during the acute stage of the disease? See 
question 2 under Board Members. 

What opportunities has the industrial nurse to help in the control of occupational 
diseases? See question 4 under Staff Nurses. 

What can the nurse do to be of help to the person who is hard-of-hearing? See 
question 3 under Staff Nurses. 

What members of the family are most often injured in home accidents? Outline 
a program for a household to safeguard itself against preventable accidents. 
See question 4 under Board Members. 
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